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Abstract
The aim of this research was to examine the role of a social worker and the need to increase 
understanding of the role amongst professionals in order to improve collaboration between health 
and social care, thus having a positive impact upon partnership working. This aim was achieved 
through secondary research into the health and social care developments from the 1800s through 
to 2003 and the phenomenon of partnership working. Following the analysis of the literature, a 
theoretical framework was developed surrounding four stages. Four parts of primary research 
were conducted, using both quantitative and qualitative methods:
❖ Stage 1: Exploring the health and social care policies addressing an individual at any stage. 
This required the use of health and social policy documents being mapped out in a tabulated 
format.
❖ Stage 2: Exploring the current thoughts on partnership working from key health and social 
care professionals. Interviews were held to obtain the results for this stage (3 participants).
❖ Stage 2: Exploring professional and organisational involvement in the care of older people 
(client group chosen from the results in stages 1 and 2) and joint working issues. The results 
for this stage were obtained through questionnaires sent to acute trusts and primary care trusts 
(99% response rate for the NHS trusts and 97% percent for the primary care trusts).
❖ Stage 4: Exploring the current role of a social worker within older people’s services. A 
survey of social workers’ job descriptions was used (54 % response rate).
The results found that:
❖ Older people had a lack of health and social polices addressing their needs. Those policies 
that were present were not complementary, and therefore did not instigate partnership working 
between health and social care.
❖ Partnership working is least effective in older people’s services. The human factor has an 
impact upon partnership working and can hamper its progress.
❖ There is a large involvement of social services and social workers in the care of older people.
❖ The role of social workers is fundamentally about getting the services to match the needs of 
the client.
The study has provided a greater understanding of the role of social services and social workers 
within older people’s services and the need for partnership working to occur. There has to be 
recognition of the large involvement of social services and social workers in the care of older 
people. This will raise other professionals’ and organisations’ awareness of the role and recognise 
the importance of such an organisation and profession in the care of this particular client group. 
Additionally, there must be the emphasis upon understanding this role in order for partnership 
working to be fully successful. This study draws upon mainly one distinct field, health care 
management, which is applied to the role of a social workers and partnership working.
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Chapter One
Introduction
1.0 Introduction
The notion of partnership working is central to New Labour’s ‘Third Way’, and this is very 
evident in the field of health and social care. At the heart of partnership working are the 
professionals themselves, who have been placed together through a wide array of policy measures 
designed to improve inter-agency working, including statutory obligations, innovative pilot 
schemes and financial incentives. However, there has been less focus upon the professionals 
themselves and their relationships. In order to effectively work in partnership, professionals must 
understand each other’s roles (Hudson et al, 1997), only then can partnership working fully 
succeed.
1.1 Rationale
There are three aspects that have emerged that serve to emphasise the necessity of research into 
the role of a social worker and partnership working.
1.1.1 The Lack of Definition of Social Services
Social services has been subjected to change throughout its inception in the 1940s. This has 
contributed to the lack of a strong definition of its role towards the public. The present 
government has made it explicitly clear that the role of social services needs to be clarified in 
order for its staff and others to be aware of what they are to do and can expect from this 
organisation (Secretary of State for Health, 1998a). As the government has stated in its policy 
document ‘Modernising Social Services’ (Secretary of State for Health, 1998a), social services 
staff have suffered from a lack of direction, which implies that the role of the social worker is also 
unclear. With the government’s drive in health and social care services working in partnership, 
the roles of social services and social workers need to be clear and understandable in order for 
partnership working to be successful. However, the literature surrounding health and social care 
and partnership working have repetitively highlighted the issue of understanding roles of both 
organisations and professionals in order for partnership working to occur.
1.1.2 Inter-Organisational Versus Inter-Professional Aspects of Partnership 
Working
The understanding of the roles of different health and social care professionals working together 
is an interprofessional aspect of partnership working which needs to exist in order for partnership 
working to be successful. However, the present government has focussed more upon 
interorganisational working as opposed to the interprofessional relationships (Banks, 2000; 
Hudson, 2002a). The assumption seems to be that if interagency partnership policies, processes
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and structures are established, then frontline partnership between a range of traditionally separate 
professions will simply fall into place (Hudson, 2002a).
1.1.3 The Actual Role of a Social Worker
Despite the present government attempting to establish a definition of social services (Secretary of 
State for Health, 1998a), they have not attempted to clarify the role of social workers. This is a 
concern for partnership working between health and social care and an obstacle in the way of 
effective collaboration (Lymbery, 2003).
These three aspects allow the research to be focussed upon one specific area of partnership 
working which already consists of a number of facets. The health and social care field and 
partnership working has a wide scope, therefore by focussing upon one particular area it allows 
thorough and detailed research to take place, thus bringing to light new perspectives, which will 
help partnership working to move forward within health and social care. This will be achieved 
through a mixture of qualitative and quantitative approaches, which will help to identify where the 
gaps lie and what is needed to address these.
1.2 Aim of the Study
1.2.1 Research Question:
What is the role of a social worker and how will its definition improve collaboration between 
health and social care, thus having a positive impact upon partnership working?
1.2.2 Objectives:
The objectives of this research are:
■ To explore the health and social policies in place addressing an individual’s needs throughout 
their lifetime.
■ To explore the current thoughts on partnership working from both health and social care 
professionals.
■ To explore the role of social work, through examining their professional involvement in the 
care of individuals and also the role itself.
1.3 Outline of Chapters
Chapter One: An introduction of the study
Chapter Two: Literature on the health and social care provision in Britain up to the 1990s. The 
concepts of health and social are covered in order to gain an understanding o f both. 
Understanding these concepts is vital for professionals since it will influence their approach 
towards the care of patients and clients. Following this, the developments fi'om the 1800s of
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health and social care through to the 1990s are highlighted with emphasis upon the organisation, 
social services, and its profession social work, and partnership working between health and social 
care.
Chapter Three: Literature on the health and social care provision in Britain between 1997 and 
2003. The chapter begins with the explanation of the government’s new way of working -  
partnership working. Following this, the developments within the NHS are covered followed by 
the developments within social services. Within these developments, partnership working is 
discussed within the context of both the NHS and social services, especially the government’s 
attempt to explain the role of social services and social work more explicitly then ever before. 
Finally, there is a discussion of the NHS and social services and their differences.
Chapter Four: Literature on partnership working. This chapter becomes more focussed with its 
attention upon partnership working. The terminology relating to and surrounding partnership 
working are discussed, which all lead to the same notion of ‘working together’. Within these 
terms, collaboration has been highlighted as being the active form of partnership working. 
Therefore, to have partnership working between health and social care, collaboration must take 
place. Collaboration and its various theories are also covered. One specific theory has been 
explicitly discussed, and that is Whittington’s (2003) model of collaboration. Within this, there 
are five main collaborative processes (collaborating with users and carers, interpersonal, 
interprofessional, interdisciplinary team, interorganisational) which have been covered in detail.
Chapter Five: The philosophical thoughts behind the methods and techniques used. To achieve 
the aims and objectives of the study, the thoughts behind the methodology have been discussed. 
The chapter proposes a theoretical framework for investigating the role of a social worker and 
partnership working. It continues to discuss the pros and cons of different methodology 
approaches and strategies and sampling methods.
Chapter Six: The explanation of the methods and techniques used. This chapter elaborates upon 
the previous chapter and discusses how the research was executed. More specifically, it deals 
with the research instrument development of the four stages, which utilises both quantitative and 
qualitative methods.
Chapter Seven: This chapter is the first findings chapter. It covers the health and social care 
lifespan continuum. Health and social policies have been mapped out at each year of the lifespan 
to see whether they address the needs of an individual. The lifespan continuum has been analysed 
in several ways -  health policies only, social policies only, then sections of the continuum 
(children, working age and older people), and finally, special groups such as pregnant women. 
This chapter has been extensively discussed.
Ludmila lyavoo______________________________________________________________ Chapter 1
Chapter Eight: This is the second findings chapter containing interviews with key professionals 
in health and social care. This chapter has explicitly explored partnership working between health 
and social services with the help of health and social care professionals. This chapter has been 
extensively discussed.
Chapter Nine: This is the third findings chapter and covers the involvement of professionals and 
organisations in the discharge of older people, which has been extrapolated from the surveys of 
acute trusts and primary care trusts. Within this chapter, social services and social workers have 
been depicted as key players in the care of older people.
Chapter Ten: This is the fourth findings chapter which covers the issue of working together 
within older people’s care, and these findings have also been derived from the same surveys of 
acute trusts and primary care trusts as in the previous chapter. Joint working issues are focussed 
upon with special emphasis upon social services and social workers.
Chapter Eleven: This is the fifth findings chapter which analyses the role of a social worker 
regionally and in detail. Aspects of the role are brought to light from knowledge requirements to 
the core responsibilities (assessments, care planning, monitoring and reviewing care plans and 
monitoring and developing local services) with the role becoming more visibly clear.
Chapter Twelve: This chapter discusses all the findings chapters in relation to the study and 
brings it to a close with an overall conclusion, followed by recommendations and indications for 
further work.
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Chapter Two
Health and Social Care Provision in Britain Up to 1990s
2.0 Introduction
The changes that have occurred throughout the lifetime of both health and social care provision 
have had an impact upon the role of social workers. These changes have occurred within the 
organisational structures, political changes, policy changes as well as in the demands from the 
population itself. Chapters Two and Three will show the developments in health and social care 
provision and partnership working.
However, in order to examine the developments of these provisions, it is important to have an 
overview of what health and social care mean as separate terms, especially given that these terms 
are fundamental to the direction of policies and to those working within these provisions.
2.1 The Concept of Health
The concept of health has a variety of meanings and can vary according to individuals, 
professionals, organisations and governments. The meaning of health can be viewed in a number 
of contexts such as in a historical, cultural, social, personal, scientific, spiritual and philosophical 
(Edelman & Mandle, 1998). These variations can affect the provision of health and social care, 
for example the World Health Organisation’s definition of health (WHO, 1974) encompasses 
social and psychological dimensions that will give rise to the challenges and conflicts that the 
government faces. Another official, popular widespread definition of health relates solely to the 
‘absence of disease’ (Jones, 1994), which denies the social and psychological dimensions that 
contribute to the wellbeing of a person. This definition runs in line with one of the ‘medical’ 
approaches of health (Jones, 1994).
Cox et al (1987) showed that in recent studies relating to people’s beliefs of ‘what health is’, it 
was suggested that how they defined health depended upon their own perception of their own 
health. However, it is important for the government, health professionals and policy makers to 
have the same understanding of health, in order to provide for the public and ensure healthy living 
(Edelman & Mandle, 1998). Despite this being vital, such explanations or understandings of 
health are not often spelt out by practitioners and policy-makers, but do impact upon their 
assumptions affecting their values and choices (Loxley, 1997).
Loxley (1997) believes that health is individually and socially defined and individually and 
socially determined. It is recognised at both individual and social levels which are inextricably 
linked because people’s lives are lived both individually and in communities. At an individual 
level, the understanding of health has been predominantly categorised by biological and medical
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science, and the medical model of intervention is primarily to cure, to restore or maintain a 
person’s normal functioning (Loxley, 1997; Oakley et al, 1995). Within this understanding of 
health and intervention, the collaboration needed between the different agents of intervention may 
occur when the needs change over time, and require several specialist contributions or if a 
presenting situation is too complex and requires more than one professional.
At community level, the understanding of health is informed by biological, environmental and 
social knowledge, and intervention is intended to prevent disease and to promote health by 
creating the conditions to support it (Loxley, 1997). Collaboration at this level is required 
because the situation has a number of factors which would require the input of a wide range of 
players from health and social care.
If a professional only relates to health in a medical form and does not encompass the social 
aspects, then involving social care professionals in the health of an individual will be difficult for 
those who view health as purely medical. With the acknowledgement that there are other 
dimensions to health, which social care professionals will be able to contribute towards, then 
partnership working and the role of social care professionals will be more apparent.
According to Baggott (1994), Jones (1994) and Aggleton (1990), there are two main ways of 
defining health. There is a positive aspect whereby health is viewed as an asset to be possessed, 
whilst on the other hand there is a negative aspect where emphasis is upon the absence of specific 
illnesses, diseases or disorders.
2.1.1 The Positive Aspect
The World Health Organisation (WHO) definition of health is a positive one that relates to the 
overall wellbeing of a person, addressing all dimensions that have an affect upon a person, 
supporting Loxley’s (1997) view of what health is.
Health is a state o f  complete physical, mental and social wellbeing, and not merely the 
absence o f disease or infirmity...
World Health Organisation (1974)
The definition realises that its’ not just the physical condition of a person that equates to health, 
but also other areas such as their mental condition and social aspects of their life need to be 
included. However, critics believe that the definition is too idealistic and has a utopian nature 
(Seedhouse, 1985; Twaddle, 1974). It has also been argued (Jones, 1994) that all of us could be 
labelled as ‘unhealthy’ in accordance with the definition but it can also be seen as a goal which is 
strived towards to reach that state of health. The WHO defines being in a state of health as having
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a balance between body and mind, which is becoming more difficult to put into practice with 
modem day living.
Such a definition and the comment added by the WHO in 1978 results in the conclusion that 
intersectoral collaboration must take place (Loxley, 1997), thus making the implication that there 
are several areas of provision that are needed to care for an individual in addition to health 
professionals. It implies that social care professionals are needed as well as other professionals, 
from housing to environmental departments. Immediately there is an acknowledgement that a 
range of services and professionals are needed to meet the needs.
2.1.2 The Negative Aspect
The negative aspect concerning the definition of health is thought to be about having a disease 
and not about ‘feeling well or energetic’ (Jones, 1994). This definition leaves our health in the 
hands of specialist people, i.e. medical doctors who are the only people who can identify if a 
person has an illness or disease through diagnosis. Therefore, everyone will be healthy until a 
medical doctor gives a diagnosis of a specific medical condition or disease. This view and 
definition in Britain is supported, for example, where medical doctors have to provide a patient’s 
employer with a medical certificate in order for the patient to receive statutory sick pay. The 
example displays that in Britain the public, government and organisations are familiar with this 
use of the concept o f health and what it is to be healthy.
This definition of health is closely associated with the medical view and approach whereby heavy 
emphasis is put upon disease (Baggott, 1994). Gould (1987) also mentions that it has been argued 
that doctors are not interested in the positive aspect of health and that the negative approach has 
seemed to override.
Professionals, who care for people with the use of this definition of health, will not accept the 
views of other professionals from other fields as having an impact upon the health of an 
individual. Even if there is an acceptance that other professionals have an impact, there will still 
be the notion of those who are medically qualified taking precedence in the health care of an 
individual.
From the positive and negative aspects of health, it is possible to say that there are two main 
models that can be derived from this. These models are continuously associated to the definition 
of health and subsequently must be examined. The first model is a more traditional and familiar 
view of health, whereas the second surrounds sociological perspectives of health and is more in 
line with the WHO definition.
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2.1.3 The Medical Model
As mentioned earlier, one of the definitions of health refers to the ‘absence of disease,’ whereby 
one is considered healthy until a medical doctor makes a diagnosis of a disease, illness or 
disorder. Jones (1994: pi 1) explains that the ‘absence of disease’ has been;
...derivedfrom the medical concept o f  disease as a pathological state which can he diagnosed 
and categorised, or as deviation from measurable biological variables which represent 
‘normal’parameters in the ‘healthy' body.
This is associated with ‘the medical model’ and is the most common in Western countries when 
thinking about health. Box 2.0 shows the elements of the medical model.
Box 2.0 the Medical Model
• Health is predominantly viewed as the ‘absence of disease’ and as ‘functional fitness’.
• Health services are geared mainly towards treating sick and disabled people.
• A high value is put on the provision of specialist medical services, in mainly institutional settings.
• Doctors and other qualified experts diagnose illness and disease and sanction and supervise the 
withdrawal of patients from productive labour.
• Disease and sickness are explained within a biological framework that emphasises the physical 
nature of disease: that is, it is biologically reductionist.
• It works with a pathogenic focus, emphasising risk factors and establishing abnormality (and 
normality).
• A high value is put on using scientific methods of research (hypotheco-deductive method) and on 
scientific knowledge.
• Qualitative evidence (given by lay people or produced through academic research) generally has a 
lower status as knowledge than quantitative evidence.
Source: Jones L J (1994), The Social Context of Health and Health Work. Macmillan: London, p. 12.
The powerful link between health and medical care has been maintained with the role of medicine 
being central to all advances that have taken place, such as the eradication of infections and 
parasitic diseases, advances in surgery, technology and drugs (Bond & Bond, 1986). Its emphasis 
is mainly upon the treatment of a disease by medical means as opposed to focussing upon 
‘health’. Bond and Bond (1986) and Jones (1994) make the point that this emphasis is especially 
noticeable with the education of those in the field of health, as well as the organisation of the 
medical specialities surrounding treatment for diseases, illnesses or disorders. Additionally, 
Freidson (1970) also links it to the increasing number of researchers and clinical pathologists 
involved in scientific investigation of disease.
Ludmila lyavoo______________________________________________________________ Chapter 2
2.1.4 The Social Model
The medical model, according to Jones (1994) has become increasingly criticised for its narrow 
perspective. So far the medical model has shown that it is only interested in a particular disease, 
illness or disorder from a scientific angle. The model is concerned with the treatment of health in 
a scientific manner and has the belief that the causation, treatment and eradication of the problem 
can only be solved in this way. However, other professions that need to work alongside those 
medical doctors who posses this perspective have found it to be restrictive and difficult (Jones, 
1994). It is felt that the needs of the patient cannot be solely resolved within the medical model, 
and that there are other aspects to a disease, illness or disorder that is not catered for in the 
medical model. For example, social, environmental and lifestyle factors contribute to one’s state 
of health also, but this has not been addressed. Therefore, when professionals tackle a problem 
using the medical model, it does not include some of these contributory factors and therefore does 
not address the problem in full and instead only examines a fraction of the problem. Jones (1994) 
supports this view and also mentions that even the doctors who work in the community and public 
health domain have requested for a reorientation of health services that focuses more upon public 
health and community health. Those who work within communities are able to see and have 
more of an idea of what affects one’s ‘health’. These professionals would be able to see any other 
determinants that could affect a person’s health and see how the problem could be solved or 
prevented, since they see patients in their own settings.
It is only recently that a ‘social model’ of health has been surfacing, where sociological 
perspectives of health have been brought into the domain, with aspects such as prevention of 
illness and the social management of illness, instead of the biological and medical being the only 
aspects of health care (Bond & Bond, 1986). The social model focuses upon the social aspects of 
a disease, illness or disorder by looking at and understanding the causes and the promotion of 
health. Its basis is that (Jones, 1994: 33):
...the health o f individuals and communities is the result o f  complex and interacting material- 
structural and behavioural-cultural factors. Whereas the focus o f the medical model is on 
pathologies, clinical interventions and patient behaviour, the social model also focuses on 
environmental and collective measures.
Even though both models exist, there are some academics that believe that the two models are 
complementary to each other. Thomas McKeown’s (1979) historical analysis o f the 
improvements in health care in England and Wales concluded that the major factors that led to 
improvements in health during the eighteenth century were (in order of importance) limitation in 
family size, increase in food supplies, healthier physical environment and specific preventive and 
therapeutic measures. As noted in Bond & Bond (1986), McKeown (1979: p 198) predicted that:
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...improvement in health is likely to come in future, as in the past, from  modification o f the 
conditions which lead to disease, rather than from intervention in the mechanism o f disease 
after it has occurred.
A combination of both models is definitely needed in order to address all the factors that lead to a 
particular disease, and to focus upon such factors as environmental and social. Within 
McKeown’s idea and the social model of health, social care professionals are needed to be 
involved in these areas of care and assist the medical profession when there is an illness or disease 
present.
2.2 The Concept of Social
The word ‘social’ can have a number of meanings and be used in several contexts. For the 
purpose of the research it must be precisely made known in what context ‘social’ is being used, 
which will determine the types of provision and subsequently the roles of the social care 
professionals.
2.2.1 Definition of a Social Problem
The label ‘social problem’ can be placed upon many different problems in society but it is 
dependent upon the individual and their perspective. Sociologists themselves are also constantly 
in conflict as to the definition of a social problem, as well as the definition is also affected by the 
ordinaiy person’s thoughts (Horton et al, 1997). Having gone through some sociology textbooks 
it can be seen that when looking at social issues, the problems that are discussed are similar, 
despite there being variations in what amounts to a social problem. Horton et al (1997: p2) has 
supported this and gives a formal definition of a social problem that suits the research:
A social problem is a condition affecting a significant number o f people in ways considered 
undesirable, about which it is fe lt something can be done through collective social action.
Horton et al (1997) draws out four distinct ideas from the definition.
1. ‘A condition affecting a significant number of people’
If there is a concern that affects a number of people and disturbs them in so much as they 
notice, talk and write about it, then a social problem exists. However as Horton et al (1997) 
explains there is no definite number of people which will in turn label a problem a social 
problem. If there are enough people the concern or problem should be noticed by 
communities, local government and finally central government.
2. ‘In ways considered undesirable’
If people regard a certain matter as acceptable then there is not an issue. However, for
example, if people do not desire and accept a certain matter then it becomes a social problem,
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and is therefore undesirable as with the case of certain drugs such as Marijuana or Cannabis, 
where many people believe that they are harmful and they are therefore prohibited in Britain. 
Horton et al (1997) notes that a social problem involves ‘value judgement’ where it is decided 
that the ‘condition’ is ‘bad’ and these judgements can change at any time when people feel 
that the ‘condition’ has become a good thing. This situation has arisen in 2004 with the 
relaxation of Cannabis prohibition laws.
3. ‘About which it is felt something can be done’
Conditions that cannot be changed should be accepted as long as every possibility has been 
exhausted in order for a change to happen. With the increase in knowledge and other 
determinants, conditions can be changed such as with medical knowledge and technology. 
Prior to the twentieth century most people relied mainly upon folk remedies but as medical 
knowledge and technology advanced, illnesses were treated effectively and expensively, and 
so the lack of medical care became a social problem (Horton et al, 1997). Therefore a 
condition becomes a social problem when people believe that something can be done.
4. ‘Through collective social action’
For there to be a social problem many people have to be very disturbed by the condition, such 
that it becomes a public concern leading to an application of pressure towards those who are 
believed to be able to make the necessary change.
2.2.2 The meaning of social provision
In all societies, social or welfare problems are visible and at some point society has to face the 
problems and deal with them accordingly (Midwinter, 1994). When society faces and deals with 
these problems it is known as social provision. Midwinter (1994) defines social provision as 
broadly meeting all the problems that are related to sickness, poverty, ignorance and crime.
All of these areas are interlinked and if there is a problem in one of the areas, this could have a 
knock on effect on other areas. For example, and one that Midwinter (1994) uses, where a poor 
man could be more vulnerable to sickness due to his unawareness that would more likely be due 
to his ignorance.
Midwinter (1994) defined the areas that social provision should meet as: sickness, poverty, 
ignorance and crime. However, one of the most famous categorisations of the areas of problems 
was that of William Beveridge, during the Second World War, who wanted the nation to 
eliminate the ‘five giants’: disease, ignorance, squalor, idleness and want (Gormley, 1999). 
However, these problems were depicted because they were of great concern at that time. These 
problems have changed over time due to the nation’s progress and therefore the social problems 
now fit in more with the four main problems mentioned earlier and their consequences.
n
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2.3 Treating Health and Social Care as an ‘Integrated Provision’
When William Beveridge listed in his Beveridge Report (1942) of the need to eliminate the ‘five 
giants’ as a consequence from the Second World War, all aspects necessary for an individual to 
lead a ‘healthy’ life were thought of. It was believed that in order for an individual to have such a 
life at that time, each ‘giant’ would have to be eliminated, since one area would affect another. 
As history will show, the doctors in past times were able to correlate a significant link, for 
instance between poverty and ill-health as well as the State’s involvement in introducing a 
number of Public Health Acts in the 1800s, that showed a public awareness of the link between 
squalor and sickness. As well as this, Victorian commentators, some medically qualified and 
others not so, associated towns with public health problems, overcrowded houses, deficient 
sanitation, casual work, low incomes and epidemic disease (Oddy, 1982).
The linkages between the social problems and the health of the people, suggest that the health and 
social provision needed to work together in order for improvements to occur in the nation’s 
health. As Leathard (2000a) noted, the aim of the Welfare legislation at that time was to combat 
these ‘evils’ (giants) and that the National Health Service Act 1946 would be a part of the bigger 
process of social change and reform that would be tackling the giant -  ‘disease’. Even though at 
this time social care provision was not as established or provided as much as today, the principle 
behind both working together was apparent. Loxley (1997) supports the notion that health and 
social provision have to collaborate since each alone cannot explain nor organise an adequate 
response to physical, mental or social problems or the maintenance and promotion o f health and 
social provision.
2.4 A brief historical outline of both health and social care provision prior to the 
Beveridge report (1942)
By examining past events in both the provisions, it will highlight how developments have led us 
into the present times and moulded the social care profession.
2.4.1 The Developments of Health Care Provision
Public responsibility for the health of individuals dates back to at least 1834, with the passing of 
the Poor Law Amendment Act. The Act was concerned with parish workhouses providing sick 
wards for the poor (Gormley, 1999). The State had become involved in three stages in this Act, 
which had so far been a private, market relationship (Allsop, 1995). Firstly, the Poor Law 
involved local-level poor law guardians and the central Board in the provision of care for the sick, 
resulting in the employment of doctors. Second, under the Act a parish medical officer was 
employed to look after the poor who were sick, but was also employed at the same time to 
differentiate between sick poor and able-bodied poor. This was practised under the principle of 
deterrence, therefore ensuring that there was no encouragement for ‘pauper-status’. The last stage
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was the provision of special facilities to the sick and poor. In turn, the State involvement in this 
area resulted in educating the generation of doctors to establish the link between poverty and ill- 
health (Allsop, 1995).
In 1848, the demand for institutional care increased with the majority of wards being filled with 
sick paupers. At that period, it became knowledgeable to the government that some of the 
illnesses could be prevented through cleanliness of the environment. Following the number of 
reports regarding this issue, in 1848 the government acknowledged some responsibility for the 
health of the nation through the introduction of The Public Health Act. This created a central 
body called the General Board of Health, which were to monitor and control the Local Boards of 
Health who were also created in the 1848 Act (Levitt & Wall, 1992). According to Leathard 
(2000a), this was the most important of the State’s involvement in the provision of health care and 
had the most impact upon the nation’s health. Following this there were a number of Public 
Health Acts, that led to the Public Health Act 1875, which brought together existing measures for 
sanitaiy conditions -  from sewerage disposals and water supplies to street cleaning and food 
inspection, and also the provision of hospitals (Leathard, 2000a).
In 1851, the first links between workhouses and the voluntary hospitals began to appear. 
Philanthropy and altruism, and the moral obligations of religious and charitable bodies created the 
origins of the voluntary hospitals, whereas the workhouses were developed to deal with the 
problems of poverty in the eighteenth century.
By the 1870s, the workhouses, voluntary hospitals and other institutions of care could be 
described as a public service that the people had access to when ill (Levitt & Wall, 1992). 
Conditions at this time were poor in comparison to modem standards and treatment was in the 
form of caring instead of medically treating. According to Levitt and Wall (1992), this became 
more apparent with the experiences of war that showed that changes needed to take place.
After the First World War (1914-18), criticisms of the British health care system still existed. 
Health care provision was split into hospital, community and public health services. One of the 
main problems with the current system and the National Health Insurance (NHI) was that there 
was limited access to health care for children, the elderly and other such vulnerable groups, 
particularly those groups whose needs were complex. In other words, the scheme only insured 
the workers and not their families, the unemployed and self-employed (Leathard, 2000a). The 
scheme’s purpose was aimed towards the working class and hence excluded most of the middle 
and upper classes. Therefore, tackling the care for these groups involved little coordination of 
health care. Hence, for many, health care depended on having the ability to pay. It was widely 
believed that there were differences in access to high quality care dependent upon the 
geographical area in which one resided and therefore being unrelated to the level of need (Powell,
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1992). Powell (1992) went on further to say that the mismatch between geographical need and 
availability had been exaggerated.
A series of reports in the 1920s and 1930s exposed the future problems of the health services. For 
instance, in 1920 Sir Bernard Dawson, who chaired the Council on Medical and Allied Services, 
recommended in his report that there should be close coordination of preventive and curative 
services under a single authority, which would co-ordinate a network of local hospitals and health 
centres. The report also stated that the provision of the best medical care should be available to 
all (Allsop, 1995).
In 1939, with the event of the Second World War, there was a dramatic expansion in government 
intervention in health services (Baggott, 1994). Help or medical assistance of any kind during 
sickness could not be guaranteed and the opportunity to receive care varied upon the nature of the 
disease, extent of personal or occupational insurance and the geographical place of residence. It 
was agreed by the Cabinet that an acceptable standard of national health care had to be achieved. 
As a response and part of their wartime measures, the government set up the Emergency Medical 
Services (EMS) (Levitt & Wall, 1992). The EMS was given the responsibility of reorganising the 
existing system of health care into a service that could adequately respond to the demands of a 
war situation. Therefore, the Minister of Health was responsible for the treatment of casualties as 
well as being able to direct the day-to-day work of the voluntary and local authority hospitals for 
the first time. From this, the government took over the financial burden of this provision, which 
was previously paid for by the patients’ contribution, local authority rates and the funds of the 
voluntary hospitals. Outpatients’ departments, operating theatres and X-ray departments were set 
up, and through the local co-operation of medical and administrative staff, a better care system 
was being developed. This service was very quickly formed without any statutory change in 
ownership or management and showed, for the first time, under the pressure of the war, the kind 
of developments that had arisen from central leadership and co-ordination (Levitt & Wall, 1992).
In October 1941, the Ministry of Health announced that the government intended to create a 
comprehensive hospital service after the war. However, at this time it was not clear whether the 
service would be free or not.
2.4.2 The Background to Social Care Provision
The concern for the welfare of the individuals in the State had gradually manifested itself over a 
period of the previous century and a half in addition to the health concerns, with population 
increases, society having become more complex, and knowledge being gained of the social 
problems and their remedies (Bruce, 1973).
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The Act of 1601, now generally known as the Old Poor Law, was the end stage of a process of 
failed attempts to overcome the problem of widespread poverty. The Poor Law Act made each 
parish responsible for those of its own parishioners who had become impoverished, frail or 
handicapped. The funding for this service was from a revised local tax that was administered 
through a means test calculated by an appointed overseer.
For the needy to survive, there were two kinds of provision, either through money -  ‘outdoor 
relief or various forms of institutional care -  ‘indoor relief. Outdoor relief describes a benefit 
which was offered to people who were temporarily unemployed due to the seasonal nature of the 
types of work, or it could be used as a way to fund the cost of medical treatment to attend to the 
needs of the sick. In contrast to this, the indoor relief was provided in three forms for different 
categories of pauper. The chronically sick, the aged, the blind and the mentally ill were all 
accommodated in poorhouses. The able-bodied were placed in workhouses and expected to 
perform menial labouring jobs. Those who were able-bodied and continually avoided and refused 
to perform any form of work were placed in correction houses. These two types of provision are 
still fundamental to current social services departments, which provide financial aid and 
accommodation to those in need.
However, economic and moral criticisms began to increase against the Poor Law (Gormley, 
1999), with the total expenditure on the poor rising rapidly, particularly in the period between 
1815 and 1830. Midwinter (1994) reported that in 1832 there were 1.5 million paupers in 
England and Wales, equating to approximately 10% of the total population. Given the 
seriousness of this situation, in 1832-1833 the government decided to set up an independent 
inquiry, a Royal Commission. The Royal Commission dispatched assistant commissioners to 
visit parishes all around the country and give feedback on the various ways in which the existing 
Poor Law worked in each area. Fraser (1984) suggests that they were careful only to report 
situations that reiterated their concerns in regard to the abuse o f outdoor relief.
Due to the Royal Commission report the government enacted the Poor Law Amendment Act 
1834, which contained most of the report’s major points, including the most important, the 
principle of eligibility. This principle was introduced because the Commission argued that any 
form of State welfare interfered with an individual’s work ethic and the need for private thrift 
(Williams, 1981). The principle also underlined the Commission’s attempt to substitute the 
workhouse as an alternative to outdoor relief for able-bodied paupers (Williams, 1981). This was 
to ensure social control and to minimise the risk of criminal acts from potentially hungry and 
desperate paupers.
Therefore, at societal level the new Poor Law was designed as a final solution to the problem of
pauperism (Gormley, 1999). Within the new workhouses that were built within England and
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Wales in the first seventy years following the implementation of the Act, the residents rigidly 
adhered to harsh and depersonalising regulations. These included prison-like discipline, strict 
time-tabling of daily events, the enforced wearing of depersonalising uniforms and, most harsh of 
all, the separation of families (Batley, 1978).
The Poor Law is greatly associated to a combination of fear and hatred and it is known as a piece 
of legislation that did a disservice to the needy. It is also remembered that the 1834 Act was also 
a benchmark for the government’s first attempt at implementing a national social policy 
(Gormley, 1999). Despite its harshness, the Poor Law Amendment Act has been recognised as a 
predecessor to the provision of National Assistance in areas such as old age pension, family 
allowance and the National Health Service.
Approaching the end of the nineteenth century, a number of provisions underlying the social 
services provision began to be questioned. In 1906, the Liberal government had produced a 
programme of welfare legislation. However there appeared to be gaps that needed to be amended 
in order to meet the needs, and therefore subsequent legislation followed to improve on these 
measures of help. During this period, the First World War overshadowed the improvements with 
the problem of unemployment. This proved hazardous against the improvements that social 
services and the government were trying to ensure. With the Poor Law still in legislature it 
showed that with the problem of poverty it was inadequate to deal with mass unemployment. By 
1919, it became more apparent that there had to be some kind of intervention by the State. It was 
felt that the only effective way to cope with the social situation was for the State to become 
committed to dealing with the problems and, where possible, to prevent these problems from 
occurring (Byrne & Padfield, 1985).
By the end of the Second World War, instead of changes occurring in the system, there was 
acceleration of the problems. By this time, having the nation exposed to total war resulted in the 
methods to meet the needs of the nation being influenced by the post-war provision. The 
emerging philosophy, which was evident in the Beveridge Report and the resultant legislative 
changes, fostered a culture of collective responsibility and action (Timmins, 1995). There were a 
number of reasons for this but the most prominent was the social and economic upheaval brought 
about by the Second World War (Timmins, 1995).
2.5 A brief historical outline of the developments of the Health Service and the 
Welfare State in the 1940s
In 1942, the Beveridge Report was published, which instigated the beginning of health and social 
welfare services in Britain (Famdale, 1964). The report had high aspirations which formed the 
basis for the post World War II system of social welfare services as well as making the 
assumption of having a comprehensive health care system, which was essential for improving the
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standards of living to accompany the social welfare services (Levitt & Wall, 1984; Famdale, 
1964). The National Health Service Act (1946) and the National Insurance Act were the two 
main developments that began the implementation. The objective of Beveridge’s report was to 
eliminate the ‘five giants’ -  Want, Disease, Ignorance, Squalor and Idleness through the services 
provided under these Acts with the approach to ‘disease’ being based upon the service stmcture of 
the National Health Service (Leathard, 2000a). Social welfare services and the health service 
were to work together effectively in order to eliminate the five giants and improve the quality and 
standard of living (Famdale, 1964).
2.5.1 A Welfare State
2.5.1.1 Personal Social Services
During the 1940s due to the primitive nature of personal social services, the Poor Law remained 
fundamental as a source of help for vulnerable groups such as the elderly and children. Some of 
this help was increasingly being provided by the local authorities in the form of domiciliary care 
facilities such as midwives, home nurses and health visitors. Education authorities at this time 
also began to provide some welfare services, with local authorities providing day nurseries for 
mothers who needed to be mobile during the wartime. The majority of developments were patchy 
and there was an assumption that following the war these demands would decrease (Hill, 1993).
From 1945 onwards, personal social services had been an area of policy which, at this time, was 
not identified as a distinct sector of activity (Hill, 1993). Additionally, it was an area that was 
then largely unpoliticised and even through to the mid 1990s there has been little clarification by 
parties (Hill, 1993).
In the 1940s, there were some important innovations that received very little political or public 
attention. Major historical accounts of 1945-51 Govemments (Morgan, 1984 and Felling, 1984) 
do not mention the Children’s Act 1948 and both have focused their comments upon the National 
Assistance Act to the provisions relating solely to social security (Hill, 1993). However these two 
acts and also a part of the National Health Service Act (dealing with local authority health 
services), which also attracted little attention, laid down the foundations for the development of 
personal social services policy in Britain (Hill, 1993).
The Children’s Act 1948 dealt with the residual parts of the Poor Law and placed central 
responsibility for children services to the Home Office. Hill (1993) suggests the reason for this is 
for undivided attention that should be placed on this client group. The other areas of the welfare 
service which featured in the Poor Law, which was subject to dismantling, was services for the 
elderly and handicapped people. The National Assistance Act featured in these services and local 
government was responsible for this area. Due to the children being covered by the Home Office,
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the government had led themselves to not have a combined welfare department (Hill, 1993). The 
government’s focus at this time for the elderly and handicapped was upon residential care and 
therefore allowed little time for the development of domiciliary services. However, the National 
Health Act 1946 did give the responsibility to local authorities for the development of community 
services including home help services. Some of the local authorities did see the connection 
between health and social welfare and set up combined ‘health and welfare departments’ (Hill,
1993).
Hill (1993) points out how authors such as Townsend (1964) showed that in the 1960s the 
National Assistance Act was the weakest of these legislations brought in to authorise the 
development of institutional response to care needs. The health service legislation conversely, 
stimulated the development of domiciliary alternatives and home help services which became a 
key element in the provision of home care for the elderly. Additionally, due to the demands of 
specialist trained staff under the Children’s Act, this played an important role in the development 
of a new public service profession -  social work. Packman (1975) shows how the staff o f the 
children’s department developed new approaches to their tasks alongside building preventative 
measures. Packman (1975) also mentions that they were vital in the development of integrated 
‘social services departments’ to take on generic roles in the personal social services.
Therefore, this shows the contrast at local level of a muddled package of general community 
health and welfare measures and the new departments set up with a clear mission under the 
Children’s Act (Hill, 1993). Hill (1993) further notes that Griffith (1966) shows how this 
difference was reinforced by the clearer inspection system set up for children, therefore improving 
standards and ensuring there was communication between central and local government. The 
final advantage that the children’s services had according to Hill (1993) was that the Home 
Office, a high prestigious ministry was responsible instead of the Department o f Health.
According to Hill’s (1993) encounters of historical events of personal social services in the 1940s, 
it is possible to show a structure of what personal social services was like (see figure 2.0).
Therefore as figure 2.0 shows, personal social services was a single structure in the provision for 
vulnerable groups. Additionally, it shows that children had a higher focus than other vulnerable 
groups due to the levels of accountability. So from the onset, older people have always had least 
focus in comparison to children, despite both groups having a high level of need.
18
Ludmila lyavoo Chapter 2
Figure 2.0: Structure ofpersonal social services in the latter part o f the 1940s onwards
Central Government Home Office
Children Services 
(under Children’s Act 
1989)
Local Government Local Authorities
Residential care for elderly and 
handicapped 
(under the National Assistance Act )
Community services including home 
help services 
(under the NHS Act 1946)
Source: Constructed from Hill (1993) historical accounts of 1945-1951
2.5.2 Towards a National Health Service
In relation to health, the Beveridge report did not give an explanation as to how a comprehensive 
health service would materialise (Hill, 1993). However, in Beveridge’s view a comprehensive 
health service was intended to provide medical treatment that would be available to all, both in the 
home and the hospital setting (Gormley, 1999).
In 1948, the National Health Service came into effect with the aim to provide an optimum 
standard of service. However, in comparison to the Social Security legislation during this time, 
where a basic minimum was to be provided, the NHS Act (1946) aimed (Merrison Report, 1979, 
cited in Leathard, 2000a: p23):
...to secure improvement in the physical and mental health o f the people and the prevention, 
diagnosis and treatment o f illness.
The Act’s aim follows the medical model of health. However, a more in-depth view shows there 
is also the capability for social care to manoeuvre within this aim. In order for the physical and 
mental health of a person to be at its optimum, at some point social care professionals have to be 
involved. Therefore, there had to be partnerships between health and social care in order to meet 
the needs of individuals.
The NHS had been introduced by Anuerin Bevan with two main underlying principles. Firstly, it 
would be an equal and equitable service that would be free at the point of delivery. This was to 
ensure that the sick would not have to pay for their care at a time when they were most vulnerable 
and the amount of contributions an individual would make would not determine how much care
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they would receive (Gormley, 1999). The second principle was the commitment to alleviate the 
backlog of ill heath that had accumulated at that time. Bevan continuously introduced expensive 
programmes to the NHS to achieve a reduction in the demands upon the services. Instead, 
hospitals grew in size and the range and complexity of services widened. The initial problems 
that the NHS was designed to face was being replaced by new problems (Gormley, 1999). Ham 
(1991) related the situation to that of an advanced form of Parkinson’s Law: any increase in 
provision was met by a corresponding increase in demand.
2.5.2.1 The National Health Service in 1948
With State provision of the service, this meant that financial responsibility for health services and 
health policy was upon the central government. The Ministry of Health and its ministers were 
responsible for the organisations that provided the health services.
Figure 2.1: The National Health Service structure (England and Wales), 1948 -74.
Regional
Hospital
Boards
Ministry o f  Health
Executive Councils
Hospital
Management
Committees
Board o f  
Governors 
(teaching 
hospitals)
Family Practitioners 
Services
Local
Government
Health
Authorities
Community 
Health and 
Public Health 
Services
Source: R. Baggett, Health and Health Care in Britain (London: Macmillan, 1994), p.83.
Figure 2.1 above shows the tripartite structure. This structure of the service was closely based 
upon the historical legacy (Leathard, 2000a). The hospital service had appointed Hospital 
Management Committees (HMC), approximately 400, to undertake the day-to-day administration 
and consisted of professional and lay members who received their funding through the Regional 
Hospital Boards (RHBs). The RHBs were responsible to the Minister of Health. The hospital 
system was to be administered entirely by these new bodies -  the fourteen RHBs (became fifteen 
in 1959) in England and Wales -  who were responsible for coordinating and planning the 
provision of the hospital services within their respective regions through a board composed of 
professional and lay members. Teaching hospitals were separately administered by the boards of
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governors and had direct financing from the Ministry through the RHBs, since each RHB was 
associated to a teaching hospital. This was to protect special responsibilities for teaching. 
Consultants and doctors were salaried but were still able to practise privately. Patients were 
referred to the hospitals by the general practitioners.
The local government health authorities were the county councils and the borough councils. 
Through their health committees they provided community and public health services under the 
authority of the Medical Officer of Health (MOH). This included maternal and child welfare, 
health visiting, home nurse, vaccination and immunisation, care and after-care for mental illness 
and mental sub normality patients and the maintenance of health centres. Health and social care 
crossed the organisational divisions because in the local authorities, the MOH was responsible for 
public health and community services, and social workers in hospitals and clinics were employed 
within the health service structure. Funding was split between central government grants and 
local rates.
The 134 Executive Councils, that replaced the old insurance committees, were established to 
administer the family practitioner services (GPs, dentists, pharmacists and opticians) and received 
their finances directly from the Ministry of Health. These services were provided by individual 
practitioners and paid under a contract with a capitation basis in place.
General control of the NHS was with the Ministry of Health and responsible to Parliament. There 
was also an advisory board in place, the Central Health Services Council that would advise the 
Ministry of Health.
Despite the introduction of the NHS on 5* July 1948, there appeared to be no great change in the 
service that the public received (Gormley, 1999). Also unchanged was the culture of the service 
even though changes had taken place at an organisational level such as ownership o f assets and 
source of revenue (Gormley, 1999). The principles of freedom and choice were upheld in that all 
people were entitled to use the service, retaining still the ability to visit a doctor outside the 
service. Equally, the professional autonomy of the doctors remained with no interference in their 
clinical judgement and they were free to continue to take private patients whilst participating in 
the service. However, this freedom of practice was limited to doctors and certain other 
professions. The remainder of the professionals and staff were transferred to the NHS as salaried 
employees.
2.6 Institutional reforms in Health and Social Services in the late 1960s to early 
1970s
In 1968, the government made some proposals for change in a Green Paper which was to address 
issues of the structure of the NHS and local authorities’ community services. This Paper referred
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to the need to link any changes in the health service with changes to be considered for the 
structure of local government — on which a Royal Commission was deliberating the structure of 
personal social services -  on which the Seebohm Committee had recently reported as well as the 
future of medical education which was the concern of another report (Hill, 1993).
The Green Paper proposed a simple structure for the health service that was to be as coterminous 
as possible with local authorities and to be responsible for the then three separate parts of the 
service -  hospitals, general practice and local authority community services.
A second Green Paper was produced in 1970 by the Department of Health and Social Security 
(1970) with the difference of proposing a system involving smaller local government units than 
anticipated in the 1968 paper due to the Royal Commission on local government report.
However, due to government changes the proposals were not enacted, apart from the legislation 
relating to personal social services which was enacted out of its original context. The social 
services removed some of the tasks from the local authority health departments before they 
merged into area health authorities. The overall boundary problems between the two services 
became continually problematic.
2.6.1 Seebohm Report 1968
According to Hill (1993) and Hall (1976) a lobbying group of social workers and academics, who 
were not in favour of family service and delinquency proposals, managed to secure the setting up 
of the Seebohm Committee in 1965 to:
...review the organisation and responsibilities o f the local authority personal social services in 
England and Wales and to consider what changes are desirable to secure effective family service ’
(Seebohm Report, 1965 cited in Watkin, 1975:p448)
Webb and Wistow (1987) believe that the pressures which led to the Seebohm Committee can be 
viewed in two ways. The first was that with the two separate unrelated services -  child care and 
health and welfare -  each with their own problems and issues were actually linked due to the fact 
that both involved the use of social workers as well as a degree of overlap of some families 
requiring the assistance of both services. Another way of understanding the move towards 
personal social services is to identify specific issues and problems, some of which spanned over 
both services.
The Seebohm Committee recommended the unification of local authority social services 
departments, bringing together the former children and welfare departments. It also suggested 
that the existing local authority health services for the mentally ill and handicapped people should 
come under the new departments as well as the educational welfare services.
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Hill (1993) explained that personal social services had received little attention in comparison to 
other areas, when they were small in scale and their actions had seldom been politically 
controversial. Once the Seebohm Report suggested that due to the lobbying of social workers and 
academics the importance of the social services departments changed. Following the changes to 
these departments they grew into powerful new forces in local government, and their social 
problem focus and their responsibilities for services to a growing group in the population, elderly 
people, gave them increasing importance (Hill, 1993).
2.6.2 The creation of local authority social services departments (SSDs)
Following the Seebohm report (1968) was the Local Authority Social Services Act 1970 which 
enforced the Seebohm report. The Act created in England and Wales a uniform and unified 
pattern of administration for a range of previously dispersed services (Webb and Wistow, 1987). 
This was the development of the new local authority social services departments. The creation of 
the SSDs brought together a range of client groups which had been previously catered for 
separately by a number of agencies. These client groups were: the elderly, especially the frail and 
otherwise dependent elderly; children at risk of receiving inappropriate parenting and care, or at 
risk of committing offences; the mentally handicapped; the mentally ill; younger and chronically 
sick and disabled people; and other people in need of support.
Seebohm’s aspirations established a universalised service whereby it was recommended that 
social services departments should provide local communities with a ‘single door on which to 
knock’ (Ellis, Davis and Rummery, 1999). The Local Authority Social Services Act 1970 
enacted this by bringing together the fragmented functions of local health and welfare 
departments into newer and enlarged social services departments, which would be able to meet 
and anticipate the needs of local families and communities. Despite, the aspiration of 
universality, there was still the notion of the eligibility criteria determining access to services 
(Ellis, Davis and Rummery, 1999). Social workers, in particular, were trained to operate in a 
climate of ambiguity uncertainty and to see need on an individualistic basis (Blaxter, 1976), 
whereas professional discretion involved both power and choice, the power to make choices 
between different courses of action or inaction (Ellis, Davis and Rummery, 1999). Ellis, Davis 
and Rummery (1999) believed this tension between the administrative and professional 
approaches to need were at the heart of the newly organised personal social services.
Langan (1993) describes the Seebohm reforms as the ‘high tide’ of professional legitimacy for 
social workers. Rees (1978: p3) did a study of social work practice in the new Seebohm 
departments and stated that:
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No matter how much governments rearrange their national systems o f social work services or 
agencies change their local policies, at the end o f the day much o f social work boils down to an 
encounter between a social worker and a client or clients.
Therefore, the emphasis is much upon the process as well as the outcome (Rees and Wallace, 
1982).
These SSDs inherited two types of workers (Webb and Wistow, 1987). The first of these was:
The most prestigious and best developed was the strong social-work tradition o f  child care, 
medical social work and psychiatric social work.
(Webb and Wistow, 1987: p5)
Within each of these areas there was a degree of professional organisation, training and expertise 
established. In child care, professional social work had developed since early post war to being 
able to provide ‘boarding out’ (fostering) as a clear alternative to caring for children in children’s 
homes. Webb and Wistow (1987) state that this is an early form of community care. Medical and 
psychiatric social workers had deeper professional roots and were closely linked to the medical 
setting and professionals, as they still are today.
In comparison to this, the other type of worker inherited was less professionalised (Webb and 
Wistow, 1987). This particular set of workers consisted of those mainly working with the elderly 
and to a smaller extent with younger physically handicapped, as well as various welfare officers, 
home helps and residential care staff. This also included mental health welfare officers who 
worked in close contact with doctors with the client group of the mentally ill and mentally 
handicapped.
Webb and Wistow (1987) believe that this type of worker was moulded by the Poor Law which 
had the institutions -  residential homes and hospitals for these client groups. Many of the local 
authority homes for older people and a majority of hospitals for the mentally ill and handicapped 
had been Poor Law institutions. The Seebohm report (1968) aimed to tackle this inheritance from 
the Poor Law.
2.6.3 A mixed economy of welfare
Webb and Wistow (1987) state there were four basic choices in which people in need could 
receive help, guidance and care, where more than one as a possibility creates a ‘mixed economy 
of welfare’:
• get the support of their family or turn to neighbours and friends;
• attempt to buy the help they need for cash payments in the ‘market place’;
• look to voluntary organisations and / or voluntary workers;
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• turn to statutory social services.
This is still applicable to the current situation of social care. Despite this, in the 1970s the newly 
recognised and reorganised social services were seen as the leading example of a mixed economy 
of welfare. However, the State services were poorly financed and under-developed. It was also 
unknown the extent of voluntary and informal provision, and private provision was quite 
extensive, such as purchased care from hotels and boarding houses by some elderly people and 
their families, private child care services by child minders to the officially registered private 
nursing and residential care homes.
Personal social services can only be understood if the whole mixed economy of informal, private, 
voluntary and statutory help and provision is taken into account. Therefore, this makes it difficult 
to draw a line around personal social services, for example families which care for their loved 
ones do not separate the care into health, education or social services care. These labels are part 
o f the products of the scale, complexity and legal foundations of state services (Webb and 
Wistow, 1987). Conversely, voluntary organisations can spread over all the boundaries and 
provide care and help.
Webb and Wistow (1987: p8) defined the role of SSDs at this time as:
...to accept and live with a broad, loose and ambiguous delineation o f our field  as consisting o f  
all the work undertaken by SSDs with the addition o f all the activities within informal, voluntary 
and private sectors which correspond broadly to the remit o f the SSDs.
According to Webb and Wistow (1987), it may be viewed that the remit and scope of SSDs is 
dependent upon what is laid in the legislation but despite this being true these authors feel that:
...the need to define personal social services is itself merely a result o f the presence o f the state 
as one actor in a fie ld  o f social need and responses; we might ju st as well, therefore, accept the 
role o f the state as the defining factor.
(Webb and Wistow, 1987: p8)
Since personal social services exist among close intersections between health and income 
maintenance services as well as strongly being related to education and housing services, they are 
encompassed within problems of interaction, collaboration and conflict across organisational and 
professional boundaries (Webb and Wistow, 1987). Therefore, personal social services could not 
exist in isolation.
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2.6.4 Amalgamation of Health and Welfare
The cost of the new health service was becoming an increasing financial problem and a problem 
that was not anticipated by Beveridge or Bevan. Due to this financial pressure there was the 
questioning of the amount of resources that were needed to meet the demands, and since there 
were not enough it followed that there would be priority settings. To make the problem easier to 
deal with, in 1968 there was an amalgamation of both the Ministry of Health and the Ministry of 
National Insurance, thus creating the Department of Health and Social Security (DHSS). The 
head of the department was to be known as the Secretary of State for Social Services and was 
directly responsible to Parliament for the central administration of three fields of social service 
provision: social security, health and personal social services. However, the DHSS was 
effectively two departments working in parallel -  social security and health and personal social 
services (Webb and Wistow, 1987).
A central feature to the organisation was the existence of multi-disciplinary client groups (elderly, 
children etc.), which had the interests of both health and personal social services consequently 
closely interlinked. Apart from this commonality there were many differences.
The NHS was directly managed by the DHSS with specialist divisions to maintain this 
relationship. Conversely, personal social services were covered by local government and were 
not directly managed by DHSS. The role of DHSS was to put in place the legislative framework 
laid down in the legislation and advise and monitor SSDs. The relationship between the DHSS 
and SSDs was of an inspectorate nature (Webb and Wistow, 1987). The Seebohm reorganisation 
had placed the Home Office Inspectorate, which used to monitor children services, into DHSS. 
This inspectorate area within DHSS became known as the Social Work Service, which executed 
its various roles through a network of regionally based officers who relate to the centrally based 
staff located with the DHSS. They in turn related to each of the client groups and presented the 
social work view in policy discussions, in a similar way to doctors and nurses who presented the 
medical point of view. Throughout the 1970s, the Social Work Service consistently emphasised 
its advisory role at national and local levels instead of its inspectorial role (Webb and Wistow, 
1987).
During the 1970s, the DHSS was faced with the economic crisis of the 1970s as well as the 
inflation rates, which filtered through into the department. Consequently, the NHS had to lower 
its expenditure growth from an annual average rate of 3.5% (1970-1973) to approximately 0.5% 
(Leathard, 2000a). By the mid-1970s, the financial situation for funding the NHS was still 
problematic and since the main source of funding came from general taxation there became the 
need to use the method of planning resources.
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This method was initiated by the DHSS document on ‘Priorities for Health and Personal Social 
Services in England’ (DHSS, 1976), followed by improvements in the document with ‘The Way 
Forward’ (DHSS, 1977). The idea running through these documents was to provide greater 
emphasis on preventive services and community care. Priority was given to the development of 
services for children, mentally ill, mentally handicapped, physically handicapped and the elderly 
(Learthard, 2000a).
With the emphasis being placed upon these services, it had to be remembered that these groups’ 
care would be more complex than others and required the involvement of both the health service 
and social services. Therefore, both these services needed to liaise and provide care together for 
these groups in an integrated fashion. For example, focussing upon the elderly group, they would 
need the services of health to monitor certain illnesses that they may have acquired due to old age, 
and additionally they would need the input of social service to help with their everyday living. In 
order for the health service to make sure that the individual’s health is being kept at its best, the 
everyday activities of that individual would form some part of their programme, and hence social 
services would be involved with the maintenance of the individual’s health.
2.6.5 The 1974 Reorganisation of the NHS and the Social Services
2.6.5.1 The Reorganisation of the NHS in 1974
The problems the service encountered between 1948 and 1974 showed that there were difficulties 
in meeting the original hopes of a unified and comprehensive health service (Baggott, 1994). An 
important problem that had arisen was that the demand for NHS care had risen rapidly, and 
therefore resources were needed to respond to this demand, but they were insufficient to cope 
(Baggott, 1994). Leathard (2000a) mentions that one of the assumptions that appeared in 
Beveridge’s report was that there was a fixed amount of illness in the community and that by 
providing the service it would reduce the backlog of ill health and therefore expenditure would 
decline. With expenditure continually increasing, this assumption was false. Also, major 
problems appeared where there was overlapping, duplication and lack o f coordination between the 
three parts of the structure (Ministry of Health, 1963).
During the late 1950s and 1960s, several reports appeared and a number of Acts of Parliament 
were passed in relation to the NHS. These reflected the problems being encountered in trying to 
overcome the deficiencies of the tripartite structure, with greater movements towards integration. 
For example. The Cranbrook Report 1959 (Ministry of Health, 1959) cited in Baggott (1994) was 
critical of the division between local authority and hospital maternity services. The structure 
came under increasing pressure, which led to the government making proposals to reorganise the 
service (Ministry of Health, 1968 - cited in Levitt & Wall, 1992). Following two government 
changes, first Conservative then in 1974 the Labour Party, new proposals were put forward. Two
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Labour Ministers, Kenneth Robinson and Richard Crossman, produced Green Papers in 1968 and 
1970, while the Conservative Minister, Keith Joseph, published a Consultative Document in 1971 
and a White Paper in 1972. A number of common themes ran through the documents, which are 
detailed in Levitt and Wall (1992).
First, the tripartite structure was perceived to be an obstacle in the way of an integrated service. 
Second, the assurance that its policy priorities for reducing regional inequalities and introducing 
community care were implemented and those resources were listed effectively. Third, a 
management system was required which specified lines of command and accountability. Fourth, 
a planning system was necessary to ensure coordinated service development between hospitals 
and community. Fifth, the health service needed a more democratic structure to increase the 
influence of local communities on decision-making.
Figure 2.2: The National Health Service in England, 1974
Joint Consultative 
Committees
Community Health 
Councils (207)
Family Practitioner 
Services
District Management Teams
PM)
Area Health Authorities 
(90)
Family Praetitioner 
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Hospital, Specialist, and 
Community Health Services
Regional Health 
Authorities 
(14)
Boards of Governors 
of London Postgraduate 
Hospitals
Secretary o f  State for Social 
Services
Department o f  
Health and Social Security
Corporate accountability
Individual officer or joint team responsibility
External relationships
Source: C. Webster, The National Health Service: A Political History, (Oxford, Oxford University Press, 
1998), p.108
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The new structure created the three levels of health service management illustrated below; the 
Department of Health and Social Security (DHSS), the regional level, area level and district level 
(see figure 2.2). The DHSS was to be responsible to Parliament for the overall policy o f the NHS, 
for central strategic planning, monitoring performance, obtaining, allocating and developing 
resources, finance, buildings, staff forecasting and training, statistics and research.
Under the structure, the fourteen Regional Health Authorities (RHAs) had taken over from the 
previous Regional Hospital Boards but now their responsibilities and power differed, as they were 
to take charge of strategic planning of community health service provision as well as hospital 
services within the region. Members of the RHAs were appointed by the Secretary of State for 
Social Services
Reporting to the RHAs were the Area Health Authorities (AHAs). They provided a new 
administrative aspect, which was coterminous geographically with local authorities, with the 
exception of London (i.e. whose boundaries matched). They were responsible for planning and 
providing a comprehensive programme of local health services such as hospitals, community and 
domiciliary care. They were also responsible for identifying needs and managing them within the 
resources provided for them by the RHA. They also had a duty to provide administration and to 
collaborate with the family practitioner services. Apart from the change of name from Executive 
Councils to Family Practitioner Committees (FPCs), their functions remained the same and were 
directly financed by the DHSS.
The reorganisation of 1974 also created Community Health Councils, which represented the 
community interests but were outside the Tine management structure’ of the health service. 
CHCs were financed by the AHAs and were independent bodies whose members were nominated 
by one-half of local authorities, one-sixth of RHAs and one-third of voluntary agencies. Since 
1974, social workers within the health service were being employed by local authority social 
services and not by the health authorities.
2.6.5.1.1 Criticisms of the New System
According to Baggott (1994), the new structure did not solve the problems that were apparent in 
the original service. The services provided by the GPs, opticians, pharmacists and dentists were 
not fully integrated under the FPC. Also, the NHS had attained responsibility for the community 
health services from the local government but in turn the latter retained responsibility for 
environmental health services and social care. Whether or not this was a positive move is 
questionable. All three of these services must work together in order to make an individual 
healthier, since they contribute and cover the main aspects of a person’s life. In other words, the 
GPs monitor people’s health and treat any illnesses; those in social care help with the every day 
living and the activities of the person that may be interrupted due to illness; and therefore those in
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social care have to work with the GPs to improve the person’s health. Finally, the environmental 
factors could contribute towards the health of the person, and therefore Environmental Services 
would have to liaise with both GPs and social care. Inevitably, all three services must work 
together to improve a person’s health.
In the context of the World Health Organisation’s official definition of health, which was 
introduced in 1974, referring to a person’s health as being ‘a state of complete physical, mental, 
spiritual and social well-being’, all three of the above services need to work together to try and 
achieve this definition. At this time, when the split was introduced between the authorities, the 
government’s definition of what contributes to the individual’s health must have been different. 
Another point to consider goes back to the thoughts of William Beveridge. As mentioned 
throughout the literature, he wanted to eliminate the five giants and, as can be seen further 
through the developments in the past, the three services that have split should have had the same 
notion as had been displayed in the past; that the services are complementary to each other. If one 
is not working properly then this would have a knock-on effect and affect the performance of the 
other services, therefore allowing the individual / patient to suffer.
2.6.S.2 Reorganisation of Welfare
Publicly provided social work services, like the National Health Service had undergone major 
administrative reorganisations (Sainsbury, 1977). Before 1971, local authorities provided a range 
of service structures that were based on social work specialisations, the special needs of particular 
clients, and the social legislation. Local education authorities, responsible primarily for the 
provision of school and colleges, employed welfare officers to deal with problems such as 
truancy. Local housing departments had welfare officers to assist with public housing tenants and 
associated problems. Public health departments were responsible for the hospitalisation and 
aftercare of the mentally ill, domiciliary and day-care services for the handicapped, home nursing 
and meals on wheels. Welfare departments assumed responsibility for elderly housing and, in 
some areas, homeless families. In addition, local probation and aftercare services, administered 
by specially appointed committees outside local government but financed jointly by local 
authorities and central government, were responsible for social services attached to criminal and 
domestic courts and penal establishments, for the aftercare of people discharged from these 
establishments, and for the provision o f alternatives to custodial care.
Under this organisational arrangement, it was difficult to coordinate between social work services 
to the individuals and families (Fraser, 1976). Families whose needs spanned the specialist 
interests of several services were likely to be over visited, while those outside the administrative 
and legal definitions of service functions encountered problems in obtaining help, except from the 
voluntary services (Sainsbury, 1982). Also, service structures created difficulties in providing
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services based on the needs of a whole family rather than of its individual members (Sainsbury, 
1982).
Following the reorganisation of local authority boundaries in 1974, social services departments 
served entire counties, except in the five ‘metropolitan counties’ and London, where services were 
provided by district councils and boroughs, respectively (Sainsbury, 1982).
2.7 The 1980s
According to Allsop (1995), the effect of the reorganisation on those working in the NHS was 
traumatic, with industrial disputes, public dissatisfaction and loss of financial control. In an 
attempt to quell these problems, the then Prime Minister, Harold Wilson, announced that he was 
to set up a Royal Commission under the chairmanship of Sir Alec Merrison in 1978. Its report 
contained an analysis of the 1974 reforms.
The published report reaffirmed the need for the service to be equitably distributed, reflecting 
fairness in the system. It also reiterated that health care should continue on a free at the point of 
use basis but in addition should have a greater emphasis on promoting health and preventing the 
incidence of disease. However, some changes did need to take place, which appeared in the later 
1980s reforms. The Commission accepted that managerial choices had to be made at all levels of 
the service as to where needs would and would not be met (Harrison, 1988).
The election of the Conservative Party in 1979, with Margaret Thatcher as Prime Minister, 
represented a considerable break with the past, with its style and approach (Riddell, 1991). The 
government supported the argument of the new right where the value of the free-market principle 
and the privatisation of State monopolised industries, as well as the restructuring of the system of 
social provision, especially with the NHS. The Patients First, a consultative document, 
introduced a focus on the patient that followed through into the 1990s. This publication 
recommended the gradual replacement of area health authorities with a firmer managerial district 
tier of organisation. This would leave the power and control of services with regional authorities 
but devolve the day to day running of the services and local decision making as near to the point 
of delivery as possible (Ranade, 1994).
In the early 1980s, the Barclay Committee was set up to look at the role and function of social 
workers in local authority SSDs as an attempt to understand the problems facing local authority 
based social work and to suggest solutions. However, the Committee’s report, apart from 
acknowledging the importance and worth of social workers’ contribution, as well as the 
difficulties of their task, did little to make the latter more manageable (Butrym, 1991). Instead, 
the report reformulated some key concepts of social work as opposed to clarifying their 
application in the SSDs setting. For example, the substitution of ‘social policing’ for ‘social
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control’ and ‘counselling’ for ‘casework’. Additionally, the report decided not to differentiate 
between social work and social services on the grounds they were seen as indistinguishable by 
most people and because of the value of viewing social work as a wide ranging activity (Butrym,
1991).
Since most of the 1980s were mainly involved with the ideas of the ‘New Right’ and its business- 
style management culture, this period has little to offer in the literature; it is only from the late 
1980s and 1990s onwards that the literature becomes more involved again.
At the beginning of the late 1980s and early 1990s, the Conservative government introduced 
internal markets into the NHS, privatisation of long-term care service delivery, and stronger 
means testing for long-term carer services offered by local authorities. Professional leadership 
was also de-emphasised in favour of managerialism in both health and social care provision.
According to Leathard (2000a), 1987 was a turning pointing in the provision of health care. Up to 
now, the Conservative government had not tackled social care provision apart from council 
housing. The basic structures of social security. State education and the NHS were as similar as 
in 1979. By 1988, the legislation covering those areas were the basis for the political values in the 
1990s.
One of the pressures that was becoming more apparent was the increasing life span of the people. 
Consequently, this was putting pressure on health and social care provision and its resources. As 
with other Western countries, post World War Two, Britain’s demographic structure had changed 
which consequently affected health and welfare spending (Allsop, 1995). People were living 
longer. It is estimated that elderly people make seven to eight times more demand upon the 
services of health and welfare than any other group of the population (Leathard, 2000a). Elderly 
people affected demand in a number of ways:
• The number of GP consultations;
• The number of prescriptions;
• The number of admissions to hospital;
• The length of time spent in hospital;
Allsop (1995) illustrated this point by showing that in 1988, despite the population group of over 
75 years being seven per cent, they accounted for 43 per cent of inpatient workload (OHE, 1992). 
Consequently, it could be shown that per capita spending rises with age (Allsop, 1995).
Subsequently, this pressure had put a strain on the resources and therefore, with joint financing 
and policies between the health services, community care and social security, close coordination 
was required (Leathard, 2000a). Several reports (The Wagner Report and Griffiths Report) during
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1988 made proposals and recommendations that in order to provide for these groups, which also 
demanded the most of integrated care for their health, the social services department should have 
more of a managerial role as opposed to just a provider and should have an appointed Minister to 
deal with the joint planning and commissioning of the services. However, at that time the reports 
brought a mixed reaction of feelings and were therefore not acted upon due to it being contrary to 
the political outlook (Leathard, 2000a).
If this idea of having a Minister for Community Care was carried out, it would have made a 
difference by promoting collaboration and integration between the services of health, housing and 
social security from an earlier on stage. Also, by community care having its own ministry it 
would have similar status as the other services and therefore its status would not be as much of an 
issue in collaboration as it is currently.
2.7.1 The Demise of the DHSS
In a government shuffle in July 1988, the Department of Health and Social Security was split into 
two separate departments. The Prime Minister’s reasoning behind doing so was believed to be 
that the Department as one was too much for one person to run (Leathard, 2000a) and that the two 
together had minimal advantages when joined together. Kenneth Clarke became the Secretary of 
State for Health and John Moore was appointed the Secretary o f State for Social Security.
2.8 The 1990 -1997 Reforms
The 1990s had major changes in the way that health and social care services were planned and 
provided (Loxley, 1997). The National Health Service and Community Care Act was passed in 
1990, which was a combination of the recommendations of two White Papers that were published 
in 1989; ‘Working for Patients’, which dealt with changes in the NHS (Department of Health, 
1989a), and ‘Caring for People’ in respect of community care (Department of Health, 1989b). 
These changes altered internal arrangements within health and local authorities, bringing major 
implications for the relationships between them. After the legislation in the 1990 NHS and 
Community Care Act, the reforms were implemented in April 1991 in the NHS and the 
community reforms were implemented in April 1993.
2.8.1 Defining Health and Social Care in the 1990s
One of the purposes of the NHS and Community Care Act was to encourage greater collaboration 
between health and social services departments (Department of Health, 1990) and, for the 
occurrence of this, mechanisms were put in place, such as a requirement for written community 
plans, with varying success (Wistow, 1995). However, despite the implementation of the Act, the 
relationships between health and social services was still a problematic area. This is to some 
extent a historical problem relating to the financial separation of the two departments, but has
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been fuelled by substantial cultural differences and also by troublesome definitions of health and 
social care (Sheppard, 1986).
The difference between health and social care is almost impossible to define because health is 
invariably socially defined, and social needs in this context almost always have some medical or 
health component (Redmond et al. 1996). The Audit Commission (1992a) highlighted the 
importance of agreement as to what constitutes health and social care, warning that failure to do 
so could lead to friction when individual packages of support were being devised. Despite this 
being seemingly logical, in practice it has been difficult to agree what constitutes health and social 
care (Royal College of Nursing, 1995).
One attempt to distinguish between these two aspects of care provision has been offered by North 
(1995), who defined health care as being ‘generally equated with actions designed to cure 
sickness or manage the symptoms of ill health or disability,’ while social care ‘relates to the non­
medical interventions focused on ensuring that a person is able to lead a full social life’. North’s 
definition is very similar to the medical model of health and its associated ‘absence of disease’ 
concept. North (1995) also acknowledged that health and social care are interlinked.
Henwood (1992) warned that the health and social care divide was ‘always going to be the 
Achilles’ heel of the community care reforms’. The basis for this was that while some needs can 
clearly be identified as either health or social care, there is a ‘hazy boundary and disputed no 
man’s land’ which falls between these two extremes.
2.8.2 The NHS Reforms in the 1990s
The changes that were brought about this time were fundamental and changed the idea of how the 
system worked since its inception in 1948 (Le Grand & Bartlett, 1993). Instead of the previous 
system that was controlling, the system was being adapted to a market system where the market 
forces of supply and demand would be applied. Before, the hospital and community services and 
the family practitioner services were under the direct control of the Department of Health, 
whereas now there would be a horizontal integration between the purchasers and providers at 
more of a local level (Allsop, 1995).
Despite the changes that were taking place, the main principles behind the NHS still remained the 
same (i.e. comprehensiveness, universality, equity and government funded). In addition to this 
was the greater choice that was being given to the patients.
2.8.2.1 The Internal Market
The main feature of the reforms within the NHS was the introduction of the internal market. This 
involved a separation between purchasers and providers of health care, with contractual
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agreements underpinning relationships between them. The managed competitions between the 
providers were to be advantageous without any inequities. As the Department of Health map 
shows (see figure 2.3), the purchasers at local level were district health authorities (DHAs), family 
health services authorities (FHSA -  replacement for the FPCs) and GP fundholders. The 
providers were the hospital and community health services and also the separately managed GP 
and primary care services.
Figure 2.3: Structure o f the National Health Service, 1993
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Source: Department of Health (1993) HMSO, London
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On the purchasing side, health authorities had the primary responsibility for commissioning and 
contracting for both hospital and community health services. Family Health Services Authorities 
(FHSAs) had the dual task of managing and commissioning the services provided by general 
practitioners, opticians, dentists and pharmacists, all of whom are independent contractors (Audit 
Commission, 1993). The NHS and Community Act also allowed larger general practices to 
become ‘fund-holders’. This was where they would manage their own funds and the purchase of 
some of the services supplied by hospital providers. In April 1993, GP fundholders were 
additionally able to purchase community nursing services.
On the provider side, the Act created self-governing trusts consisting of hospitals, community 
health services, or a combination of both. The operation of the trusts continued to be under the 
control of the Department of Health however, without being managed by the district health 
authorities. These authorities retained control over those ‘directly managed units’ that did not 
become trusts but, by the end of 1993, only a handful of units had not achieved self-governing 
status.
The reforms themselves were designed to enable local purchasers to decide how best to meet local 
health needs and to encourage them to obtain ‘value for money’ by seeking maximum efficiency 
and effectiveness in the way the money was spent (Secretaries of State, 1989a).
Allsop (1995) suggests that the reforms were underpinned by political ideology, especially in the 
wish to introduce market principles into the NHS; they were also spurred on by mounting 
pressure during the late 1980s for increased spending on the NHS.
2.8.3 The Community Care Reforms in the 1990s
In comparison to the NHS reforms, the community care reforms had more background to them. In 
a report by the Audit Commission (1985), a review of the community services was provided, 
showing that the services that were being provided for the elderly were poor. The three main 
areas, health, housing and social services, together, inadequately managed the service provision 
for this particular group, providing services in a wasteful and poor manner. Following this, the 
two reports, the Wagner Report (1988) and the Griffiths Report (1988), recommended that the 
local authorities should continue to play the lead role in the community services. Following the 
Griffiths Report in 1988, the government’s subsequent White Paper ‘Caring for People: 
Community Care in the Next Decade and Beyond (Department of Health, 1989b) included the 
recommendations from the Griffiths Report, such as local authority social services departments 
(SSDs) becoming managers as opposed to just providers of care to the elderly, disabled and 
mentally ill people and those with learning disabilities. The White Paper was essentially the basis 
for the 1990 NHS and Community Care Act (Department of Health, 1989b).
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The principles of the market were also introduced into Social Services and Social Work 
Departments (SSDs) but with a different form to the NHS. Purchasing and providing were 
separated -  however there was no single model that was laid down concerning the level of the 
organisation at which this should occur (Audit Commission, 1992b). The Act additionally 
brought in the concept of care management, which had been tested on a number of experimental 
projects during the 1980s (Challis and Davies, 1986) and then became part of the new 
arrangements in April 1993 (figure 3.1). This involved the assessment of needs and tailoring of 
services to meet those needs, but was separated from the provision of services.
One of the major changes introduced by ‘Caring for People’ was the transfer of funding from the 
Department of Social Security to SSDs in respect of people in private and voluntaiy residential 
and nursing homes. During the 1980s, people who entered such homes were entitled to social 
security benefits to cover all or most of their costs. However, from April 1993, the care costs of 
this accommodation were transferred to local authorities, which became responsible for assessing 
the needs of any new applicants and determining the most suitable form of care for them. This 
change effectively underpinned the changes in local authority responsibilities, with assessment 
and care management following on.
Simultaneously, the new arrangements significantly altered SSDs’ role as service providers. The 
government specified that it wished to see the development of a mixed economy of care in order 
to provide more choice for users, greater competition, improved quality and lower costs. With its 
emphasis on providers from outside the statutory sector, the market in social care differed from 
the NHS market, which remained mainly internal. In both cases, it may be better defined as 
‘quasi-markets’: most o f the providers remained public agencies where their primary goal was not 
to maximise profits (Le Grand & Bartlett, 1993).
2.8.3.1 The Community Care Plans
Under the 1990 NHS and Community Care Act, a wider development in joint planning was 
required. By April 1992, local authorities published community care plans and laid down a 
statutory duty to consult with users and a specified range of local agencies such as health 
authorities and housing departments. Community care plans were the means by which local 
authorities could show how they were to meet their population’s community care needs 
(Department of Health, 1990). The plans had to give details of authorities’ strategic objectives for 
community care, the user groups for whom services were to be provided, assessment procedures, 
how service priorities were to be determined, resource implications, quality issues, the 
development of consumer choice, and consultation arrangements. Authorities were expected to 
share information about their respective resources and to agree as to which services each will pay 
for. Authorities were also encouraged to produce joint plans wherever possible, though the
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guidance recognised that this may be difficult in many places, especially where geographical 
boundaries were not coterminous.
GPs were also expressing concern about the volume of demands and pressures placed on them by 
the government’s perception of the GP’s key role in identifying social care needs in new multi­
disciplinary arrangements (Leedham and Wistow, 1992).
Collaboration in community care planning has been viewed by some as problematic and as an 
opportunity to develop closer joint working. On the one hand, criticism has been expressed about 
the Department of Health’s ‘breezy optimism’ with regards to authorities working together 
(Hudson, 1992). Other problems concerned the identification and measurement of need, 
organisations’ planning capacities, and their commitment to the concept of planning (Hudson, 
1992). Despite such difficulties, community care planning did offer an opportunity to revitalise 
the joint planning process. The plans offered a basis for establishing joint information systems, 
carrying out joint analyses of need, and future developments such as joint purchasing (Hudson,
1992).
However, a major criticism of many plans was that they were not plans at all: rather than 
specifying what authorities would actually do and committing resources to specific objectives, 
they were merely service-inventories and statements of principle (Salter and Salter, 1993).
2.8.4 Working Together for Health and Social Care
There were two major issues that existed between the health and social care provision. The first 
issue was that health care was mainly free and centrally funded, whereas social care was means- 
tested and locally funded (Leathard, 2000a). Secondly, the NHS was centrally directed and social 
care was directed with a locally elected local government service. Leathard (2000a) has clearly 
shown the service provision and the clarity of administrative division with a heavy black line in 
the structure (see figure 2.4).
With both of the provisions functioning at different levels, a number of issues would have arisen 
from this, and could have affected them working together. Firstly, collaboration between the 
professionals would have been difficult especially since those at central level may have been of a 
different background (education, social class) compared to those at local level. Secondly, there 
could be problems of professionals not fully understanding the pressures at each level. For 
example, those involved at central level are not at the forefi’ont of delivery, and therefore cannot 
see the problems and challenges faced by those at the front line. Even though, the problems and 
challenges would be filtered through somehow to the central level, it may have been distorted 
along the line or central level may have felt that the local level were exaggerating circumstances.
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Figure 2.4: The structure o f the NHS and community care services in England by 1996
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2.8.4.1 Government’s Guidance
Caring for People (Department of Health, 1989b) recognised the potential lack of clarity that may 
arise in some ‘individual cases’ where it was ‘difficult to draw a distinction between the needs of 
an individual for health and for social care. One of the stated aims of ‘Caring for People’ was to 
clarify the specific responsibilities of health and local authorities. It was also noted that the two 
authorities needed to work closely, both at planning and practitioner levels. The White Paper’s 
focus was upon ‘planning agreements’, whether in respect of common goals for particular user 
groups, agreed policies (such as hospital discharge), or contract specifications that would call for 
collaboration between the service providers (Department of Health, 1989b). The local authorities 
were to draw up community care plans ‘in consultation with health authorities and other agencies’ 
(Department of Health, 1989b). The Audit Commission (1992a) suggested that ‘consultation’ 
should be interpreted as ‘involvement’.
Subsequent reports and guidance reinforced the need for collaboration. For example, local 
authorities were ‘expected to work closely with relevant health authorities in planning community 
care services’ (Department of Health, 1990). Arising from the 1990 NHS and Community Care 
legislation, there was a renewed emphasis on the need for collaboration between those working 
for health and social care in the community. The Audit Commission in 1986 drew attention to the 
disarray in the service provision for elderly, disabled and mentally ill people in the community. 
At the request of the government to review these issues, the Griffiths Report (1988) argued that 
better cooperation between health and social services could be achieved by giving local 
authorities lead responsibility for community care and that collaboration was vital whether in 
planning, financing or implementation.
A range of activity occurred in the light of government pressure to encourage agencies to work 
together more effectively (Audit Commission, 1992a).
2.8.4.2 Implications of the arrangements
SSDs’ and health authorities’ functions as purchasers of services for their local populations 
indicated an increased similarity in their roles and the possibility of jointly addressing health and 
social care needs within a single overall framework (Wistow, 1993). However, collaboration may 
have been possible where there was no conflict of interests, whereas in other cases with the 
ideology of competition being introduced by the market system, it may have been at its odds.
Collaboration between purchasers, for example, may have been impeded by the temptation for 
authorities to save money by tiying to shift responsibilities and costs, especially in the grey area 
of overlap between health and social care (Wistow, 1993). One of the criticisms of the 
arrangements was that the need to integrate social and health care expenditures had not been
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addressed, and that there was little incentive for closer joint work (Challis, 1992). According to 
Berman et al, (1990), a contract-based system could have led to strictly specified and inflexible 
services, with users potentially falling into the gaps between organisations or their contracts.
SSDs were also expected to collaborate with providers (Audit Commission, 1992a). Prior to the 
new arrangements, providers were a part of the planning process, contributing expertise about 
needs and ways of meeting them. However, a question that had arisen was, how can their 
continued input be reconciled with the market system when the same providers may have been 
beneficiaries of the purchasing process (Mullen, 1992), therefore leading towards a contradiction 
between the new ethos of competition and the call for collaboration (Ovretveit, 1993). In addition 
to this, SSDs were providers themselves and also in competition with other providers.
Within the new arrangements, the emphasis was upon negotiation, bargaining, contracts, doing 
business together, performance, accountability and outcomes for users, rather than the more 
general and often unfocused joint planning of the past (Wistow, 1993). From an early stage after 
the 1990 legislation, an emphasis was placed on the need for FHSAs and DHAs to work together 
through developing joint health profiles of local populations. The increasing number of interested 
parties, resulting from the purchaser-provider splits, creation of trusts and GP fundholders, meant 
an increase in the number of interfaces between agencies and created complexity and problems of 
joint working (Hudson, 1990). Developments such as locality purchasing for health and joint 
commissioning between health authorities and FHSAs further complicated the overall picture 
(Hunter, 1993).
The new community care arrangements increased the need for joint work. With SSDs having 
control over the finance for independent residential or nursing homes, for instance, health 
authorities could no longer place hospital patients in such homes if outside funding was required, 
therefore providing an incentive for collaboration (Wistow, 1993).
2.9 Conclusion
This chapter has shown how the concepts such as ‘health’ have a variety of interpretations that are 
subjected to models that both medical and social care professionals follow. Consequently this 
will have an impact on how these professionals care for their patients or clients.
The rest of the chapter focuses upon the developments of health and social care provision and 
how changes have occurred that affect the professions, especially social care professionals/social 
workers.
The following chapter will proceed in focusing upon the developments of the later 1990s to the 
current state of both health and social care provision.
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Chapter Three
Health and Social Care Provision in Britain 1997 - 2003
3.0 Introduction
After a decade where health and social care agencies and professionals had surpassed the 
structures of the quasi-market and internal market respectively, the election of the Labour 
Government proclaimed that the way forward was through the concept of ‘partnership’ (Hudson,
1999). In December 1997, the Labour Government released a detailed scheme for NHS reform 
that would abolish ftmdholding and the internal market, and create 500 primary care groups; each 
would have approximately 50 GPs and serve a population of 100,000 patients (Secretary of State 
for Health, 1997). The groups would be responsible for more planning therefore having increased 
responsibilities, which would eventually lead to free standing primary care trusts. A number of 
government documents followed, which outlined the need for the government to be modernised, 
with a detailed ten year plan for the NHS (Secretary of State for Health, 2000) and the 
modernisation of social services (Secretary of State for Health, 1998a). The modernisation of 
government had three aims behind it (Cabinet Office, 1999):
• To ensure that policy making is more joined up and strategic.
• To make sure that public service users, not providers, are the focus, by matching services 
closely to people lives.
• To deliver public services that are high quality and efficient.
These aims are embedded within the modernisation programme for the NHS and social services.
3.1 Structure of the New NHS
In December 1997, the government introduced the White Paper, The new NHS. The government 
wanted to retain some of the elements of the 1990 NHS and Community Care Act but also wanted 
to replace the internal market with ‘integrated care’ (Levitt, Wall and Appleby, 1999). The White 
Paper acknowledged the need to retain GPs’ involvement through ftmdholding and the emphasis 
upon primary care, and so created primary care groups.
3.1.1 PCGs to PCTs to Care Trusts
The publication of the White Paper, The New NHS: Modem, Dependable (Secretary of State for 
health, 1997) within the first year of the incoming Labour Government, formally signalled the end
of GP ftmdholding and the internal market. The White Paper emphasised the role of the NHS in
partnership with local authorities and other statutory organisations in improving health, set out a 
renewed commitment to equity of access and service provision, and tackled the variable quality of 
GP-based services through new systems of ‘clinical governance’. Of importance, was the
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prospect of removing some of the financial and organisational restrictions, which had been 
present in the structure of the NHS for the last 50 years (Glendinning et al., 1999). These 
included the move towards unified budgets covering hospital, community health and some GP 
practice-based services; and the imposition of a new duty of partnership on all NHS organisations. 
The major structural change required to deliver these goals was the creation of Primary Care 
Groups (PCGs), made up of groups of approximately 50 GPs and covering a population of around
100,000 people. Primary Care Groups, which were established in April 1999, were responsible 
for the primary and community health services in their specific area and would gradually acquire 
increasing proportions of budget for purchasing hospital services as well. (Figure 3.0 shows the 
new structure of the NHS). Eventually, PCGs were expected to become Primary Care Trusts 
(PCTs):
...free-standing bodies accountable to the health authority for commissioning care and ^with 
added responsibility for the provision o f community health services fo r  their population’ 
(Department of Health 1997, p.35, emphasis added).
Figure 3.0: The New National Health Service, September 1998
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Regional Offices
Local Authorities
Health
Authorities
Primary Care 
Groups
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Source: The new NHS: modem, dependable (Secretary of State for Health, 1997)
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The White Paper described PCGs as comprising of all GPs in an area together with community 
nurses, who had responsibility for commissioning services for the local community. They would 
be accountable to health authorities, but with the freedom to make decisions about how they 
deploy their resources within the framework of a new Health Improvement Programme that is 
drawn up by the health authority and reviewed annually. In April 1999, all general practices, not 
just voluntary fund holders, were required to become a part of a PCG which, at a minimum, 
manage a cash-limited budget covering the prescribing expenditure of the practices involved and 
their cash-limited practice infrastructure expenses.
PCGs are representatives of all the GP practices in the group, having a governing body that 
includes community nursing and social services as well as GPs, and having clear arrangements for 
public involvement. PCGs have three main functions:
• To improve the health and address health inequalities of their community;
• To develop primary care and community services;
• To commission a range of hospital services, which meet their patients’ needs.
However, in England, they are not responsible for specialised mental health or learning disability
services.
Figure 3.1: Level of Primary Care Groups
Source: Department of Health, the New NHS -  Modern and Dependable, 1998.
44
Ludmila lyavoo______________________________________________________________ Chapter 3
Figure 3.1 shows the four levels of PCGs that the White Paper outlined. The fourth level is where 
the transition takes place from the status of primary care group to primary care trust. PCGs have 
moved along the levels, increasing accountability and responsibilities for local health care 
commissioning, budgetary control, general management, and prescribing and integrated care. The 
first PCTs in England were established in April 2000.
The Government believe that the PCTs are the cornerstone of the NHS and receive approximately 
75 percent of the NHS budget (Department of Health, 2002a). There are currently 303 PCTs, 
which have made the transition from PCGs in England, with each having an overview of the 
health and social care services in the community. PCTs have three main responsibilities:
• Planning and securing services
PCTs decide which health services the local population needs and ensure the continual provision 
of these services, such as hospitals, dentists, mental health services. Walk-in Centres, NHS Direct, 
patient transport, population screening, pharmacies and opticians. PCTs provide some of the 
services or with other organisations.
• Improving the health o f the community
PCTs are responsible for improving the health of their community, which involves working with 
the public and other partners on public health and other community based health and care 
initiatives, and developing programmes to improve health locally.
• Integrating health and Social Care locally
PCTs are the organisation that has been placed to perform the bridging role between health and 
Social Care (Department of Health, 2002a). Ensuring that local NHS organisations work together 
with local authorities, especially in social care, is the fundamental way of working for the present 
system.
After it had been stated in the NHS Plan that all PCGs would become PCTs by 2004, a new level 
of PCT was proposed in the form of ‘care trust’ which:
...will be able to commission and deliver primary and community health care as well as 
Social Care fo r  older people and other client groups. Social services would be delivered under 
delegated authority from local councils.
(Secretary of State for Health, 2000: para 7.10)
The politics of care trusts have been confusing, with the government appearing to oscillate 
between legislating for compulsion, and portraying the idea as simply one option amongst others 
that localities may wish to utilise (Hudson, 2002a). There have been fifteen pilots spread across 
England, each beginning at various times between April 2002 and April 2003, which have 
encompassed problems, such as delays, but this confusion have been apparent in the set up of
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these pilots, with the fifteen being whittled down to nine pilot sites and these sites experiencing 
delays (Hudson, 2004).
3.1.2 NHS Trusts
The NHS trusts, the organisations responsible for running most hospitals, have continued their 
responsibilities but have had to develop new working relationships with the PCTs, and are 
accountable to the new strategic health authority rather than the Department o f Health.
3.1.3 Strategic Health Authorities (SHAs)
The National Health Service Reform and Health Care Professions Act 2002 provided the 
amendments of the structural framework of the health service in England, from health authorities 
to strategic health authorities. Additionally, with the Act, most of the previous Health Authority 
functions have been conferred on to PCTs and for health resources to be directly sent to the PCTs 
by the Secretary of State. Therefore, service planning is undertaken by PCTs, with the SHAs 
providing the performance management function for the health services provided within their 
boundaries.
From October 2002, there were 28 of these ‘new’ health authorities, covering a population of 
approximately 1.5 million. These SHAs are responsible for:
1. Ensuring coherency and developing strategies for the local health service
2. Ensuring high-quality performance of the local health service and its organisations, and 
working towards improved performance.
3. Building capacity in the local health service.
SHAs are the key link between the Department of Health and the NHS (Department of Health, 
2002a). Additionally, they will also have to ensure that national priorities are integrated into local 
health service plans.
3.1.4 The Department of Health
Shifting the balance of power towards the frontline has involved the Department of Health 
handing over some of its operational responsibilities to the SHAs. The Department’s remaining 
functions are (Department of Health, 2002a):
1. Securing management and accountability o f the overall health and social care system.
2. Developing policy and project managing major change.
3. Overall regulation and inspection of the NHS (increasingly at a distance through 
organisations such as the Commission for Health Improvement).
4. Intervention, if problems occur in the running of the NHS at any level.
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Figure 3.2: Health Geography, April 2002 to June 2003
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Source: National Statistics, 2003a.
The Department of Health has also had its structure changed. The 8 regional offices were 
abolished and instead four directorates of health and social care were created with the 
appointment of four new ‘Directors of Health and Social Care’, with small teams. These
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Directors, in addition to their national responsibilities, covered geographical areas (see figure 3.2) 
in which they worked directly with the NHS and performance manage the SHAs. Regional 
Directors of Public Health, who are located in government regional offices, work as part of their 
teams as well. However this was only in place from April 2002 to June 2003 (National Statistics, 
2003a).
Figure 3.3 shows the structure of the NHS in 2002 with these new arrangements in place. All the 
NHS organisations locally -  PCTs, Care Trusts and NHS Trusts -  were part of a single structure 
in which they were held accountable to SHAs, which in turn were accountable to the Directors of 
Health and Social Care (see figure 3.3). Figure 3.3 also shows that other partners, such as local 
authorities and voluntary organisations, are essential in health and social care services, however 
their accountability lies elsewhere.
Figure 3.3: Structure of the National Health Service in 2002
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Source: Department of Health, The new NHS, www.doh.sov.uk/about/newnhs. April 2002a.
In July 2003, there was another change in structure that came into effect. The government 
decided to remove this additional top layer to the structure and instead have the SHAs directly
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reporting to the Departm ent o f  Health. This affected the geographical areas that were covered 
(see figure 3.4).
Figure 3.4: Health Geography, as of July 2003
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Source: National Statistics, 2003b.
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3.2 The NHS and Partnership
The general thrust of the 1997 NHS White Paper was to replace the internal market with a new 
value-system centred on ‘partnership’ (Secretary of State for Health, 1997), placing joint working 
at the centre core of policy. The White Paper called this approach the ''third w ay’ o f running the 
NHS, whereby the system is based on partnership and driven by performance.
Guidance on establishing PCGs has emphasised the importance of collaborative working, noting 
that:
No one agency or group o f staff is likely to be able to achieve all that is being asked o f  PCGs 
on their own. Successful PCGs will be those that can harness the range o f skills necessary to 
learn and work together for an effective partnership which will improve patient care ...The 
benefits o f  PCGs will only be achieved i f  GPs, nurses, other health professional, managers, 
social services. Health Authorities, NHS Trusts and the public are able to develop an effective 
partnership. (NHS Executive, 1998: paras 8 and 9)
Within the new NHS, there are aspects that are likely to make a major impact on inter-agency and 
interprofessional working. First, the third of six key principles within the White Paper was to get 
the NHS to work in partnership, which involved strengthening partnerships within the NHS but 
also recognised the importance of inter-agency partnerships. Four types of partnership were 
envisaged within the White Paper (Secretary of State for Health, 1997); professional; 
administrative; performance; and governance. The ways forward for working together included 
breaking down organisational barriers; forging stronger links with authorities; and putting the 
patient at the centre of the care process. The quality of co-operation between the NHS and social 
services authorities was considered too variable, so health authorities were urged to work more 
closely with local social services and other partners in planning care for patients. The new duties 
of partnership, requiring local NHS bodies to work together for the common good, would press on 
local authorities to develop partnerships with a range of other organisations, including the NHS. 
As Hudson (1998) commented, although joint working is not necessarily easy to secure, one 
message was clear: localities were far more likely to take inter-agency collaboration seriously 
where it was clear that central government also took it seriously.
Secondly, the plan for health care commissioning, through the network of PCGs and PCTs, was 
effectively a mechanism to move away from GP fund holding. However, while PCGs/PCTs were 
seen by some as a way of removing the internal market, there was a mixed reception from GPs. 
Some GPs were keen to start; others lacked confidence or had had enough of upheavals; some 
wanted to do ‘what they felt they had been trained for’; other GPs were anxious they might be set 
up to take the blame for rationing (Brindle, 1998).
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Thirdly, Health Action Zones (HAZs) were announced to explore new, flexible, local ways of 
delivering health and social care. From April 1998, eleven action zones were formally designated 
for a seven-year life span (Health Service Journal, 1998c). The zones were selected to bring 
together all those contributing to the health of the local population in order to develop and 
implement a locally agreed strategy for improving the health of the local people. The emphasis 
was to be on partnership and innovation, to flnd new ways to tackle health problems and to 
reshape local services in areas of pronounced deprivation and poor health, based on measurable 
improvements.
Fourthly, a second White Paper under the New Labour emphasised the need for all to work 
together to tackle the root causes of ill health. Our Healthier Nation; A Contract for Health 
(Department of Health, 1998b) set out proposals for concerted action by the government as a 
whole, in partnership with local organisations, to improve people’s living conditions and health 
through a ‘Contract for Health’. Together with this White Paper and the NHS Plan, the 
government set out its main national priorities. At national level, the Department of Health will 
set national standards within these priority areas. One of the ways in which the national standards 
have taken form is through the National Service Frameworks (NSFs), which set the national 
standards for a deflned service or client group (Secretary of State for Health, 1999). Since April 
1998, there has been a roll out of NSFs (Department of Health, 2003a), covering:
>  cancer
>  paediatric intensive care
>  the mental health NSF (September 1999)
>  the coronary heart disease NSF (March 2000)
>  the national cancer plan (September 2000)
>  the older people NSF (March 2001)
>  NSFs in preparation for:
o diabetes 
o renal services 
o children’s services
o long term conditions focusing on neurological conditions
Lastly, the proposals for the Social Exclusion Unit also underlined the Government’s 
commitment, not only to address inequalities in society, but to perceive collaborative working as 
the way forward. The new preventative approach needs the involvement of central and local 
government, voluntary bodies and statutory agencies, and for them all to work together to support 
families before crisis point. The challenge for practitioners was to embrace multi-agency working 
in the provision of supportive community based services for families (Roberts, 1998).
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3.3 Modernising Social Services
Alongside the proposals and changes for a new NHS, the government recognised that for 
partnership to work with other agencies, the Government needed to modernise social services 
(Secretary of State for Health, 1998a). The aim was for:
... a system o f health and social care which is convenient to use, can respond quickly to 
emergencies and provides top quality services.
The government also made it clear within the White Paper that social services had suffered up till 
present times due to previous governments not spelling out exactly what people can expect or 
what the staff are expected to do (Secretary of State for Health, 1998a). In this White Paper the 
government made a clear stand in wanting to change this.
In the White Paper the government defined social services by the range of care and support 
provided to users (see box 3.0):
Box 3.0: What are Social Services?
What are social services?
Social services provide a wide range o f  care and support for:
•  Elderly people, through residential care homes, nursing homes, home carers, meals on wheels, day centres, lunch clubs
•  People with physical disabilities or learning disabilities
•  People with mental health problems, ranging from support for those with mild mental illness, up to exercising legal powers 
for compulsory admission to psychiatric hospitals o f  potentially dangerous people
•  People with drug or alcohol abuse problems, and ex-offenders who need help with resettlement
•  Families, particularly where children have special needs such as a disability
•  Child protection, including monitoring risk
•  Children in care, through fostering, accommodation in children’s homes and adoption
•  Young offenders
They are also responsible for the inspection and registration o f  care homes and other services, to ensure adequate standards and 
safeguards for users.
Social services are the responsibility o f  150 English local authorities. Those authorities work with the voluntary sector and private 
Social Care organisations, as well as with other state agencies, to provide local people with the care they need.
Source: Secretary of State for Health (1998a), Modemising Social Services: Promoting Independence; 
Improving protection; Raising Standards.
3.3.1 Quality in Social Care; The National Framework
As part of its programme to modernise social services, the Government has established a new 
national infi-astructure for quality (Department of Health, 2000a). In addition to the existing 
Social Services Inspectorate (SSI), the government has established new bodies through the Care 
Standards Act 2000. It aims to protect vulnerable users of the care services by:
❖ setting standards of care, so that users and providers are aware of they should expect from 
services
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•  registration of individuals and organisations providing care, therefore maintaining a high
standard of professionalism in social care services
•  developing and disseminating guidelines on best practice in social care.
The following five national bodies together contribute towards the quality o f social care services.
• National Care Standards Commission (NCSC)
The National Care Standards Commission is an independent public body which was set up under 
the Care Standards Act 2000, to regulate social care and private and voluntary health care services 
throughout England in accordance with national minimum standards. From the 1®* April 2002, the 
NCSC took responsibility for the registration and inspection of service, replacing the previous 
system of inspection by local authority and health authority inspection units. The NCSC has 
introduced national minimum standards that service providers are required to meet and measure 
quality against.
• General Social Care Council (GSCC)
The Act makes provision for the regulation of the social care workforce, by establishing a General 
Social Care Council (GSCC) for England and a Care Council for Wales (CCW). These councils 
will regulate the training of social workers and raise standards in social care through codes of 
conduct and practice through other means. For the first time a register of social care staff will be 
set up and maintained by each of the councils. The Act makes provision for the abolition of the 
Central Council for Education and Training in Social Work (CCETSW), which previously 
regulated training throughout UK. The GSCC was established in October 2001 and in September 
2002 the Council issued the first codes of practice for social care workers and employers in order 
to improve level of quality. The codes set out the standards of practice and conduct for social 
workers and their employers to meet.
• Training Organisation fo r  Social Care (TOPSS)
TOPSS was established in 2000 as an independent employer-led national training organisation for 
social care in England, and to improve both the quality and quantity of practice learning 
opportunities for social work students. TOPSS contributes to:
>  determining training needs of the social care workforce
>  developing and implementing a national training strategy
>  workforce planning for the social care sector
>  developing National Occupational Standards for social care
• Social Care Institute o f Excellence (SCIE)
The SCIE has been set up to act as a knowledge base and to promote best practice in social care 
services. SCIE was established in October 2001 to provide independent advice to services users,
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their supporters and carers; practitioners and service managers; and those responsible for policy 
through:
>  reviews of evidence from research and the experience of those who use, deliver 
and inspect social care
>  active involvement of all stakeholders within social care including service users, 
carers and practitioners as well as researchers and those who inspect services
>  disseminating the knowledge base through good practice guides and the 
electronic libraiy for social care.
• Social Services Inspectorate (SSI)
The new bodies complement the work of the Social Services Inspectorate, which is part of the 
Department of Health and has been in operation since 1985. It provides professional advice to 
Ministers and monitors the implementation of government policies for personal social services. 
SSI runs a national programme of inspections, and it evaluates the quality of services and the 
overall performance of local councils on the delivery of their social services functions. SSI works 
closely with other national inspectorates, the Audit Commission and with the Commission for 
Health Improvement.
3.4 Social Services and Partnership Working
The main agencies that currently work alongside social services include:
• the National Health Service
• the local housing departments
• the employment service
• the education service
• the criminal justice system.
In addition to these, social services also have partnerships with the voluntary sector, independent 
providers and with users, their carers and their representatives (Secretary of State for Health, 
1998a).
The government has acknowledged that there are often difficulties in bringing together different 
agencies’ responsibilities and therefore have adopted a new approach of flexible partnership 
working (Secretary of State for Health, 1998a). The government’s aim has been to help move 
forward this approach by removing legal and other obstacles to joint working, and to also adopt 
the same principles of partnership working and joint working in policy-making as expected from 
those at ground level (Secretary of State for Health, 1998a). To aid this new approach, the 
government has also initiated local government reforms that have been set out in the White Paper 
Modem Local Government: In Touch with the People (1998). This placed duties on local
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authorities to address the needs of the local people and in turn would force them to forge 
partnerships with other services in order to fulfil these duties (Secretary of State for Health, 
1998a).
3.4.1 Partnership with the NHS
The National Health Service is a crucial partner in almost all social services work.
(Secretary o f State for Health, 1998a)
This is especially applicable in services for vulnerable groups such as elderly people, people with 
mental health problems, people with a physical disability or a learning disability, and some 
children’s services.
With the historical division between health and social services, the government has made it a top 
priority to eradicate this division in order to create a system of integrated care which puts the user 
at the centre of provision (Secretary of State for Health, 1998a). The government has recognised 
that people do not fit into service categories and if agencies do not work together in partnership 
then it is the user who suffers. Despite this division, in the past, health and social services have 
also recognised this and have developed joint working methods to provide an integrated service 
(Secretary of State for Health, 1998a).
Some of the Government’s initiatives to improve joint working between health and social services 
include (Secretary of State for Health, 1998a):
• Better Services for Vulnerable People
• Promoting Independence Grants
• Long-term Care Charter
• National Service Frameworks (covering both health and social care main concerns)
In addition to some of these initiatives, the government has also used legislation with the aim of 
making joint working easier (Secretary of State for Health, 1998a). The consultation document 
‘Partnership in Action’ (Department of Health, 1998a) included new arrangements to allow health 
and social services work together better (see box 3.1).
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Box 3.1: Partnership in Action
Source: Department of Health, Modernising Social Services, HMSO: London, 1998, p3 of Chapter 6 
Partnership
Partnership in Action -  the Government’s Proposal
The Government have set out three key proposals in which legislation would make joint working easier:
• Pooled budgets -  where health and social services proportion of their funds into a mutually accessible 
joint budget to enable more integrated care. Pooled budgets will require management and 
accountability arrangements.
• Lead commissioning -  where one authority transfers funds to the other who will then take 
responsibility for purchasing both health and social care. The legislation will allow the local authority 
or health authority to delegate their functions and money.
• Integrated provision -  where one organisation provides both health and social care. It is often 
integrated provision (for example of health and social care for learning disabled people) which brings 
most immediate benefit to users. This flexibility would allow NHS Trusts and Primary Care Trusts 
greater fi-eedom to provide social care and allow social services in-house providers to provide some 
community health services on behalf of the NHS.
These powers will be permissive, which means that it will be up to local and health authorities to decide 
between themselves which arrangements, if any, will be most helpful for their joint working. What works 
locally is what counts.
In the White Paper, Modemising Social Services, the govemment also made it clear that local 
authorities more widely will be cmcial partners in the new approaches to health and health care, 
as set out in the White Paper the new NHS and the Green Paper Our Healthier Nation (Secretary 
of State for Health, 1998a). This involves local authorities in its wider role, from fulfilling 
responsibilities in public health to community services. However, social services remain the local 
authorities’ main responsibility.
Following ‘Partnership in Action’ (Department of Health, 1998a), which recommended a less 
stringent approach that would allow health and social care to work together more closely, the 
govemment accepted the proposals, which have been enacted within the Health Act 1999:
• Pooled budgets to commission integrated services;
• To designate one or other authority as lead commissioner on behalf o f them both;
• To deliver health and social services from a single organisation i.e. it could be from a 
local authority department or an NHS Tmst.
The Labour govemment during this time has introduced health policies that put the SSDs at the 
heart. Through these policies the govemment has shown that it has recognised that SSDs have an 
active and substantial role in the direct health of people (Bywaters & McLeod, 2001). As the 
Department of Health stated in ‘Our Healthier Nation’ (Secretary of State for Health, 1998b):
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High quality social services play a vital role in the health o f the people they serve. Decent 
support fo r  older people, whether at home or in residential care; the protection and care o f  
vulnerable children and young people; support for people with mental health problems; and 
helping people with disabilities live more independent lives: health and social care are often 
one and the same. By protecting the vulnerable, caring fo r those with problems and 
supporting people back into independence and dignity, social services have a vital role in 
fostering better health.
(Secretary of State for Health, 1998b: p23)
However, even though the Labour government have tried to promote partnership and integration 
between the two and have shown so by the following measures, there are still differences between 
the two. These differences show that despite the govemment promoting that (Secretary of State 
for Health, 1998b, p23):
...health and social care are often one and the same
The responsibilities that the NHS and SSDs are given show otherwise, such as the inadequate 
funding the SSDs receives in comparison to the NHS (Bywaters & McLeod, 2001).
3.4.1.1 Main aspects that split NHS and social care services
The NHS and social care services differ in two vital ways (Hardy et al, 1999):
• Firstly, there has been an increasing role for the voluntary and private sector, for example, 
private residential and nursing homes providing social care services despite much 
continuing to be funded by the public sector. Approximately 80% of net expenditure 
comes from national tax and the other 20% from a local property-based tax. However, 
the govemment caps the amount of annual expenditure that the local authority is allowed. 
Additionally, most social care services are means-tested with charges being based upon 
the level of capital assets and income.
• Secondly, the responsibility for the purchase, provision and regulation of social care is 
with the social services departments (SSDs) of local authorities, which are directly 
elected, compared to nominated health authorities. Even though local authorities do not 
have the same direct criteria of funding, accountability and management control as the 
health service, local authorities are not completely autonomous units of govemment. 
They have to operate within a set of national frameworks of statutory power and 
obligations but are politically accountable at local level.
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Hardy et al (1999) notes that this difference in funding arrangements between the health service 
and social care services consequently makes it difficult to define and determine when individuals 
are liable for their care costs.
A system that is complex can bring difficulties in trying to integrate the provisions. Some of the 
major difficulties in this system are:
1. The different stages of political accountability that could result in differing and 
conflicting policy issues regarding health and social care.
2. The separate budgets for health and social care are in themselves a cause for difficulties in 
integration, especially where each service can shift costs to the other (Wistow, 1989).
3. There can be conflicts between controlling costs and improving services.
To tackle these difficulties, the Labour govemment has developed health policies that try to 
address the barriers to an integrated provision.
3.4.2 The Key Developments in the Health Policies
With the govemment placing social services departments at the heart of its health policy, this has 
been reflected in three key developments in the implementation of the health policies (Bywaters 
& McLeod, 2001):
• The organisational fusion between the NHS and social services departments (SSDs).
• Conjoint funding of the NHS and SSDs.
• Including SSDs in the aim of tackling health inequalities that are socially created.
3.4.2.1 The organisational fusion of the NHS and social services departments
In the NHS Plan (Secretary of State for Health, 2000) the Labour govemment has shown that it is 
of great importance that the patients’ needs are put first, and services should surround those needs 
and cater for them (Secretary of State for Health, 2000: para 1.29). To provide such a service the 
govemment has shown recognition that those patients that need services from both health and 
social care should receive a seamless service and delivery. To do this, the govemment has 
strongly highlighted that the divisions and obstacles between health and social care must be 
eradicated in order for there to be satisfactory planning and delivery of the services that meet 
individual needs.
To tackle these organisational barriers and obstacles, firstly, SSDs have been given direct 
responsibilities, where health and social care are needed together to meet the needs of the 
individuals. Therefore, SSDs have been given direct responsibility for the planning and / or 
management of health care provision through their role in producing the Health Improvement 
Programmes, representation on the Boards of PCGs / PCTs and joint responsibility for delivering 
National Priorities (Secretary of State for Health, 1997).
58
Ludmila lyavoo Chapter 3
The govemment has attempted to put social care on the same platform as health care and have 
realised that to provide health services, social services are just as important in provision as the 
NHS. By doing this, they have shown that especially in primary care settings, patients need both 
the NHS and SSDs to work together to meet their needs.
Another way in which the govemment is tiying to tackle the organisational barriers is through 
statutory means. The 1999 Health Act has provided partnership arrangements that give flexibility 
for the NHS and SSDs to work with but also a legal obligation to work together and provide an 
integrated service. The Act allows lead commissioning, integrated provision and pooled fund 
arrangements as part of the ‘Health Act Partnership Arrangements’ and has been effective since 
April 2000. According to the Partnership Arrangements these flexibilities will aid the work of 
Health Action Zones, Sure Start and other initiatives set up by the govemment (Secretary of State 
for Health, 2000).
The Health Act 1999 incorporates the partnership arrangements that aim to provide improved 
services for users through, as mentioned before, pooled funds and the delegation of functions. 
This would help to achieve the national and local objectives set by the govemment in the services 
that they are to provide. According to the health circular dated 27* March 2000 (NHS Executive,
2000), partners who wish to use the arrangements must meet the criteria in the Regulations and 
notify their NHS Regional Office of their intentions.
There is no limit to the size of partnerships and the number of partners involved. Partners are able 
to decide on the functions needed for the partnership. The agencies that can use the arrangements 
are Health Authorities that are attached to Primary Care Groups, NHS Trusts, Primary Care 
Tmsts, and Local Authorities. The statutory partners must work together with all the necessary 
groups, such as staff, communities and users, in order to have the desired effects and must fulfil 
the conditions set out by the arrangements (NHS Executive, 2000):
• Partners should be satisfied that the arrangements are improving services.
• Joint consultation should have taken place with the appropriate stakeholders.
•  The arrangements should fulfil the objectives in the Health Improvement Programme.
• There must be a clear written agreement according to the Regulations.
The flexibilities that are given with the statutory partnership arrangements are:
♦> Pooled Fund Arrangements
These arrangements provide the opportunity for the partners to collectively contribute money 
towards a fund or budget that will pay for services to meet the needs of a group of people who 
meet an agreed eligibility criteria. The identified group of people will benefit from either one or 
all of the services. The partners must agree on the range of health and local govemment services
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that would be financed by the pool fund. The use and size of the pooled funds will be set on the 
basis of agreed aims and outcomes, and therefore expenditure will not be determined by how 
much each partner contributes but only by the needs of the users. Therefore, each partner will 
agree on a level of contribution of all the partners and the resources that can be used for any 
service that is needed.
❖ Lead Commissioning
This provides the opportunity to commission a range of services for a client group from a single 
organisation. One organisation takes this responsibility, which has been delegated to it by the 
other partners. All the partners together will decide what functions this particular organisation 
can commission and the payments to finance them. The lead commissioner also has the power to 
transfer staff if there is a need to do so. Lead commissioners can be health authorities, local 
authorities and Primary Care Trusts.
❖ Integrated Provision
This allows the provision of services in a more coordinated manner by allowing different 
professionals to work under one management structure and to arrange provision from one 
statutory organisation. This can also allow the independent sector to provide services. Integrated 
provision can also be used in conjunction with pooled funds and lead commissioning. It is left to 
the partners’ discretion as to how to organise and balance the partnership arrangements with 
continued accountability.
The partnership arrangements and its performance are to be reported in Best Performance Plans 
and NHS Performance Assessments framework.
Health and social care services being provided under a single organisation, with a single funding 
regime and an integrated management structure has great potential in the long run. As Rummery 
and Glendinning (2000) explain with their example, a PCT and local authority could pool their 
respective home nursing and home care service budgets so that a more flexible domiciliary 
service could be funded, whereby any of the elements of the two services can meet the needs of an 
older individual. A PCT with less experience or interest in services for disabled children can 
delegate it to its local authority colleagues, who may be more experienced, to be responsible for 
the planning and commissioning of the full range of support that is needed for that particular 
group’s services, such as medical, therapeutic, social and nursing.
3.4.2.1.1 Further policy developments in the NHS/SSDs fusion
Bywaters and McLeod (2001) have also pointed out other developments that are taking place
currently. Firstly, they mention about the recent policy developments, which have implications
for social services staff. Staff will be increasingly put into multidisciplinary teams that are
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outside their departments. According to the Department of Health in their document ‘The Quality 
Strategy for Social Care’, social care services will be offered in a variety of different settings such 
as GP surgeries.
Secondly, local authorities as part of the ‘Intermediate Care’ initiative are to provide a service 
where the older population can receive health and social care from one place via primary care 
settings by 2003/4. Thirdly, the development of the new Care Trusts will be the next level from 
Primary Care Trusts. The Care Trusts will be single legal bodies, which will be responsible for 
the commissioning of services provided by both health and social care. This next phase should, 
according to John Hutton, the Health Minister, be in place by 2005 (Rickford, 2000).
Bywaters and McLeod (2001) believe that all of these policy developments are moving from 
collaboration towards integration.
3.4.2.1.2 From policy to practice
According to Bywaters and McLeod (2001), at ‘ground level’ the strategies and frameworks that 
are being put into practice increasingly seem to be removing the separate identities and 
approaches that both services have had. The statutory obligation that both the NHS and the SSDs 
are now under plays a vital role for them to work together. Despite there being differences, both 
have to overcome these and fulfil their statutory obligations.
Many of the obstacles and differences have been in the system for a long time with both the NHS 
and SSDs having a historical background that is significant in the barriers between health and 
social care. Due to these significant differences, in the long term statutory means may not be 
enough. These differences vary from the professions to the funding o f resources for both.
3.4.2.1.3 The different perspectives on the NHS/SSDs Fusion
Those in the SSDs have had mixed thoughts about the dismantling of the division. Rickford 
(2000) believes that it is a positive move and that it is an opportunity for improvement in services. 
Whereas Wistow (2000) contends that it is following in the steps of social services being the 
‘handmaiden to medicine’ concept. It is possible to accept both views.
Firstly, as Rickford (2000) believes, it can improve services especially since there has been a 
statutory obligation put in place, which has not been done previously. It will remove barriers but 
whether it will tackle the obstacles that are deep-rooted is questionable, such as the division 
between the professionals who work in health and social care and the stereotypical views. As 
mentioned above, one of the recent policy developments has been placing social services staff into 
multidisciplinary teams outside of their departments and into for example, a GP surgery setting. 
Even though both of these professions are in the same setting and working together because they
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have to, it does not necessarily mean that all the organisational obstacles are removed. There 
would still most likely be professional disagreements that would reflect whether they have a 
health or social care background. In other words, those in health care would base their decisions 
upon the medical model and those from social care would use the social model that includes other 
contributory factors such as lifestyle and environment. However, many professionals in the 
primary care setting, including the doctors, feel that the medical model does not fully aid 
decision-making and that some social contributory factors need to be included in the model for 
the best outcome (Jones, 1994).
Secondly, as Wistow (2000) proclaims, under this system social services have become 
‘handmaidens to medicine’. This view is understandable since if one was to look at how the 
changes are being implemented to bring together both health and social care, it can be seen that 
SSDs have to adapt into the NHS, with staff being transferred into NHS settings for example. 
Since SSDs seem to be dismantling themselves and fitting themselves within NHS settings, this 
suggests that there will be a following of the medical model by all. This model will heavily 
influence decision-making and although social care staff are providing social services within these 
settings, their decisions can also be under the influence of the medical model. As the medical 
model does not include any social contributory factors in the health of an individual, the health 
care staff who are working under these circumstances may not be able to fully understand the 
purpose of social services and their contribution towards patient care within the health care 
setting. This can affect the care of an individual, since the person may not be receiving the right 
amount o f social care.
Despite these views, Bywaters and McLeod (2001) believe that it is too early still to make any 
analysis of the outcomes from the changes taking place. However, studies that have occurred 
show that SSD social workers set in Primary Health Care Centres indicate that users can access 
and are referred to SSD services more promptly and obtain preventative social care services more 
easily (Cumella and Le Mesurier, 1999).
3.4.2.2 Conjoint funding of the NHS and SSDs
For the policy developments to work it must be recognised that there is a significant difference in 
the way that the NHS and SSDs are funded and allocated resources. Until there is a balance of 
funding between the two and recognition that social care needs to be adequately funded as much 
as the health service, can the system move closer towards an integrated service.
3.4.2.2.1 Past events in the funding of the NHS and SSDs
When the Labour govemment came into power in 1997, they inherited a system that had been 
under-funded and under invested for years. In the NHS Plan (Secretary of State for Health, 2000) 
the Labour govemment has made a point of declaring this. Bywaters and McLeod (2001) give
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figures that support the Labour government’s point. For example, in the UK between 1979 and 
1997, the govemment had given an average of a 2.9% per annum increase in health expenditure 
compared to other OECD countries that gave an average of 5.5% per annum.
However, as for the recognition of the under-investment of social care, there has been little 
attention compared to that of health care and its recognition. Additionally, there has also been 
little attention given to the impact that it has had upon health, especially since there is a strong 
correlation between health inequalities and social concems such as poverty and poor housing. For 
example, with adult care there has been a reduction in beds within acute and long stay NHS 
hospitals that have resulted in premature discharges. Consequently, this has left people with more 
severe needs and greater care (Audit Commission, 2000) that social care services have to meet.
To put more pressure upon the social care services, there was also increasing amounts of people 
aged over 65 moving into residential and nursing home care, which had to be funded by social 
care services. Platt (2000) shows that the proportion of people aged 65 years and over helped to 
live at home by local authorities had declined by approximately 15% in 1996/97 and 1998/99. 
Platt also notes that despite efforts of the Conservative govemment in the 1990s upon domiciliary 
care, there was an 82% increase of people 65 years and over in residential care and nursing care in 
the independent sector between 1993/4 and 1998/1999.
3.4.2.2.2 The government’s response
To address this problem, the Department of Health have introduced ‘Intermediate Care’ 
(Secretary of State for Health, 2000), where both health and social care have joint responsibility. 
Intermediate care has been designed to surround the needs of the acute hospital sector, the 
prevention of admissions to hospital, the promotion of recovery and rehabilitation and quick 
discharges (Valios, 2000). This will help the users and also ease the pressure on beds in hospitals. 
However, for this to be a success it must be adequately funded otherwise those users who fall 
within this care will suffer.
As a consequence of Intermediate Care, which is not hospital based, the concept of health care 
being free at the point of delivery will be affected (Bywaters and McLeod, 2001). This provision 
will be transferred where there will be a charge for the service that is dependent upon a means test 
for it to be incurred. This again brings to light the differences between health and social care.
Even though intermediate care is a combination of both NHS and SSDs, there are still many 
barriers that have to be tackled. The funding of both has always been unbalanced, with SSDs 
being inadequately funded and this seems to still be the case in that both health social care cannot 
be treated in the exact way. Also according to Bywaters and McLeod (2001), the govemment has 
not eliminated some of the differences, which is apparent from the training of the professionals
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involved i.e. the medical profession and attached professions and those in social care. There 
seems to be no similarity as to the standard at which each is trained and the education that each 
receives. This will always cause inequalities.
3.4.2.2.3 Political leverage
It has been difficult for those professions in social care to make an impact upon politics regarding 
the amount of funding and investment that is needed and the impact that it has upon the health of 
the people. Despite the social care workforce having 1.2 million workers, which has more 
employees than the NHS in England (TOPSS, 2002), there is political leverage. However, it is 
possible to suggest that those in the medical profession, which is a dominant profession in the 
NHS, can push for funding and investment more due to their historical background with the NHS 
and politics (Bywaters and McLeod, 2001).
The medical profession has always been at the forefront of the NHS since its inception but also 
prior to the NHS, it has been a well-established, educated and organised profession. Politics has 
always accepted the profession’s views and, even during the creation of the NHS, Bevan needed 
their support since without the medical profession there would have been no health service. 
Therefore Bevan fulfilled their demands. This political view has followed through until the 
present time where the Labour govemment are trying to remove them from the front line of the 
NHS. Consequently, with the medical profession being in such a prominent position and their use 
of the medical model, politics has also viewed health in the context of the medical model.
From the point of social care services, the medical model does not include social factors which 
contribute towards the health of an individual, resulting in health inequalities. Social care 
services are not as scientific as those in the medical professions and are exposed to the social 
issues that concem health. There is a possibility that social care services have not made a strong 
case as such of their part in the health of individuals and so politics have not treated them in the 
same way as the health service. Another possibility is that social care services have had the same 
line of thinking as politics and the medical profession in viewing heath in the context of the 
medical model. If so, then social care services would not have realised their importance in 
addressing the other contributory factors towards an individual’s health.
Also the professionals working in social services do not have as strong an educational background 
as those in health care, where the majority of professionals have to have a degree. This aspect has 
also had an impact upon social services and their attempt to gain greater recognition within 
politics.
Despite some the reasons that social care services cannot attract as much investment or funding as 
the health service, it still has to be recognised that they play a major part in the prevention of
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illnesses and rehabilitation processes. Without the same funding as the health service, social care 
will not be able to function in the same manner nor provide the same level of services, therefore 
posing a threat to health (Bywaters and McLeod, 2001). It must be noted that social care services 
are vital to the health of the nation as well as to individuals.
3.4.2.3 The joint approach of the NHS and SSDs in tackling health inequalities
In the govemment documents that the Labour govemment has brought out, there has been 
emphasis upon the social conditions that people live in, the effects upon the health of the nation 
and how it can be improved (Secretary of State for Health, 1997, 1998b).
Policy developments that have taken place, address the factors, such as economic, social and 
environmental, which contribute to improving the nation’s health. To tackle some of these 
factors, the govemment has used initiatives such as Health Action Zones, Healthy Living Centres 
and Health Improvement Programmes. By the govemment setting up these initiatives, it has 
placed the responsibility of tackling health inequalities not just with the NHS but also with local 
and central govemment agencies, and especially jointly with SSDs. The National Priorities 
Guidance (Department of Health, 1998b) has noted that SSDs have been given joint lead 
responsibility with the NHS to tackle these inequalities. The main inequalities that have been 
tackled are:
• Poverty and the reduction of income inequality:
This has been tackled by the govemment through focusing upon those children who are in 
poverty as well as increasing the minimum wage and providing Working Families Tax 
Credit.
• Neighbourhood / local initiatives:
These are strategies that link an individual’s action for health to community led 
programmes that stem from local and central govemment policy. Some of the 
programmes that are being used are Sure Start, Health Improvement Programmes and 
Healthy Living Centres.
These measures of tackling poverty and social exclusion, through a combination of national and 
local action, are of fundamental significance for service users in beginning to tum around the 
impact o f years of inequality (Bywaters and McLeod, 2001).
3.5 Conclusion
This chapter has shown the vast changes that have occurred from 1997 onwards, from the mode 
o f competition through to the govemment’s ideal of reaching a system where health and social 
care are integrated. However, within this process the two sectors need to collaborate. As Chapter
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2 and this Chapter have shown, there have been ongoing difficulties arising in the two sectors 
collaborating and the progressing towards integration.
A distinct feature that must be illuminated is the changing arena of social care. The main 
organisation, social services and its profession, social workers especially, have experienced 
ongoing changes and currently even more so. Thus the literature has illuminated that social 
services and social workers are continually subjected to govemment changes and policy changes 
in comparison to their fellow colleagues within the health service, who have fundamental criteria 
in place relating to their duties and responsibilities.
For partnership working and collaboration to occur, social workers need to have their roles 
clarified and brought to light in order to help partnership working and collaboration, and thus 
achieving the govemment’s goal of integrating the services. The following chapter will look in- 
depth at what is needed for partnership working and collaboration to occur and whether the roles 
of professionals are vital for these concepts to work.
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Chapter Four
Partnership working
4.0 Introduction
At the beginning of the New Labour Government’s reign, there were a number of documents and 
policy developments referring to the development of closer relations between health and social 
care (NHS and local authority SSDs). These documents have explained the relationship between 
the two organisations in different terminology. For example, in the ‘The New NHS Modem, 
Dependable (Secretary of State for Health, 1997) describes the relationship of the two 
organisations as a partnership that must break down organisational barriers, develop closer links 
with each other and have the patient at the centre of the services. ‘The NHS Plan’ (Secretary of 
State for Health, 2000), ‘Partnership in Action’ (Department of Health, 1998a) and the 1999 
Health Act have referred to partnership integrating the provision and has been shown with the 
partnership arrangements. These include an integrated management structure, a single 
organisation delegating functions and also a single budget. Therefore, it can be argued that these 
arrangements signify more than collaboration and indicate more of an integrated provision. These 
terminologies need to be clarified so that it is possible to see where the Labour government is 
directing the services. It must be emphasised that any kind of collaboration, partnership or 
integration of the services can only occur if the professionals in the services collaborate, work 
together or integrate. As well as this, the professionals’ ideas and decision-making will involve 
some reference to the funding of each service and how much it enables them to work together. 
Therefore, if there is inadequate funding, then there is the possibility that this will affect their 
working relationships, consequently hampering the progression of an partnership working.
As will be seen within the chapter, there are a variety of terminologies and related terms attached 
to the motion of health and social care working together, at both an organisational and 
professional level. Figure 4.0 shows an overview of working together and how the terms are 
related. The chapter will then discuss the terms and related terms in detail.
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Figure 4.0: Overview of terms used for ‘working together’ between health and social care
WHOLE -  SYSTEMS APPROACH
(advocated by the Audit Commission, 2002)
PARTNERSHIP
COLLABORATION
(Whittington, 2003 -  model of collaboration: 
‘spheres of interaction’)
Inter-personal
^  Interprofessional
Collaboration with 
V service users & carers
Inter-organisational
Inter-disciphnary 
team
c=> Partnership is a vital part of the whole system approach. Whole systems approach rests on 
a foundation of partnership.
Collaboration is an active element since it is 
the process that puts partnership into action.
Collaborative processes
4.1 Partnership working
Partnership working is a central feature of UK health and social care provision, both at national 
and local level. Following the election of the New Labour Government in 1997, there has been an 
increase in recognition of the need for ‘joined-up government’ and ‘joined-up solutions to joined- 
up problems’. These terms being labelled as ‘partnership’ but working in partnership tends to be
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a formal, institutional-level label given to the idea of ‘working together’ (Whittington, 2003a). 
Partnerships can cover a broad set of relationships and can operate at different levels, from 
informally taking account of other players to having a constructive dialogue, working together on 
a project or service, joint commissioning and strategic alliances (Banks, 2002; Whittington, 
2003a).
Chambers (1999) believes that partnership does not mean much unless it is a ‘meaningful 
partnership’ between clinicians and managers, or between the NHS and other agencies, or 
between doctors and other professionals. Chambers (1999) describes a ‘meaningful partnership’ 
in the following way:
Being meaningful indicates the substantial degree o f commitment that must be present fo r  the 
partnership to be more effective than when each o f the partners is acting separately. When a 
partnership is meaningful, the partners will understand each other's roles and 
responsibilities in relation to joint working, and actively contribute to decision making. 
Partners will be willing to be flexible enough to accommodate each other’s different 
backgrounds and cultures, and will see that diversity as a strength.
Chambers and Lucking (1999) have listed the main features of a ‘meaningful partnership’:
• Partnership is more effective than working separately
• A joint strategy with agreed goals and outcomes
• Clear roles and responsibilities on joint working
• Each contributes to decision-making on partnership matters
• Partners appreciate and respect each other’s differences
• There is a willingness to share both power and information
• A clear commitment to the partnership, both in terms of resources and implementation
• Flexibility to accommodate partners’ needs and views
• The risk / benefit balance between partners is a fair one.
Some of these features of a meaningful partnership are evident in some of the government policies
for partnership working. For example the ‘partnership arrangements’ in the Health Act 1999 (see 
chapter 3) have a number of the above features such as a commitment to partnership through 
resources and joint strategies with agreed goals and outcomes. Another example is PCTs which 
aim to bring together the health and social care communities to work together, encompassing the 
strategic and organisational features. Some of the other features that are more professional 
orientated such as clearer roles and responsibilities have not been as focussed upon by 
government policies.
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Research shows that it is clear that working in partnership can be more effective than a single 
agency working in isolation (Glasby and Lester, 2004). According to the Audit Commission 
(1998), partnership can help individual agencies to:
• Deliver co-ordinated packages of services to individuals.
• Tackle so-called ‘wicked issues’ (that is, complex problems which cross traditional agency
boundaries).
• Reduce the impact of organisational fragmentation and minimise the impact of any perverse 
incentives that result from it.
• Bid for, or gain access to, new resources.
• Meet statutory requirement.
• Align services provided by all partners with the needs of users.
• Make better use of resources.
• Stimulate more creative approaches to problems.
• Influence the behaviour of the partners or third parties in ways that none of the partners acting 
alone could achieve.
Payne (2000) further suggests that partnership working can help with bringing together skills, 
sharing information, achieving continuity of care, sharing and ensuring responsibility and 
accountability, co-ordinating the planning of resources and co-ordinating the delivery o f resources 
for professionals to apply for the benefit of the users. Despite the benefits to partnership working, 
Hudson et al (1997: 11-13) identifies a series of barriers to greater inter-agency collaboration (see 
Box 4.0)
Box 4.0: Barriers to inter-agency collaboration Hudson et al (1997: 11-13)
• Structural (fragmentation of service responsibilities across agency boundaries, within and between 
sectors).
• Procedural (differences in planning horizons and cycles; differences in budgetary cycles and 
procedures; differences in information systems and protocols regarding confidentiality and access).
• Financial (differences in funding mechanisms and bases; differences in the stocks and flows of 
financial resources).
• Professional (professional self-interest and autonomy and inter-professional competition for domains; 
threats to job security; conflicting views about clients / consumers interests and roles).
• Status and legitimacy (organisational self-interest and autonomy and inter-organisational competition 
for domains; differences in legitimacy between elected and appointed agencies).
To overcome these barriers, there are four broad principles for strengthening strategic approaches to
collaboration:
• Shared Vision: Specifying what is to be achieved in terms of user-centred goals, clarifying the purpose 
of collaboration as a mechanism for achieving goals, outcomes and mechanisms
• Clarity o f Roles and Responsibilities: Specifying and agreeing ‘who does what’, and designing 
organisational arrangements by which roles and responsibilities are to be fulfilled.
• Appropriate Incentives and Rewards: Promoting organisational behaviour consistent with agreed goals 
and responsibilities, and harnessing organisational self-interest to collective goals.
• Accountability for Joint Working: Monitoring achievements in relation to the stated vision, holding 
individuals and agencies to account for the fulfilment of pre-determined roles and responsibilities, and 
providing feedback and review of vision, responsibilities, incentives and their inter-relationship.
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In addition to the barriers in box 4.0 other authors have identified difficulties in partnership 
working. For Nolan et al (1998), key obstacles to collaboration include individual practitioners’ 
lack of knowledge of the role of other professionals, a tendency to stereotype other workers, 
defensive attitudes and a lack of certainty over one’s own role. For others it has been government 
policy that may have inadvertently hindered work on partnership such as the Community Care 
Bill, which addresses the issue of delayed discharge. Other examples include the introduction of 
separate performance reporting requirements for health and social services (Haywood, 2000), low 
staff morale and financial difficulties. The latter would be relevant in situations where internal 
pressures may cause further restrictive eligibility criteria, leading to an increasing separation 
between the local organisations instead of them coming together to provide a more comprehensive 
service (Banks, 2002; Glasby and Lester, 2004).
The notion of partnership working is central to the health and social care field in present times as 
has been discussed in Chapter 3. Lewis (2001) demonstrates that there have been decades of 
‘hidden policy conflict’ between health and social care organisations, despite numerous calls to 
improve the quality of partnership working between them. The origin of this conflict can be 
found:
...in the way in which central government sought to define the nature o f the nature o f the 
responsibilities o f  the two services and, crucially, from the way in which the resource implications 
o f this definition were never openly addressed.
(Lewis, 2001: 345)
In Lewis’ (2001) view, partnership working is most needed for those people who are not clearly 
the primary responsibility of either health or social care. Lymbery (2003) believes that the 
majority of older people that social workers work with are one of the types of people in need.
To dismantle this so-called ‘Berlin Wall’ there has been a wide range of policy measures (as the 
literature has shown until now) to improve health and social care working together via inter­
agency working, including statutory obligations, innovative pilot schemes and financial incentives 
to promote and sustain partnership working (Hudson, 1999). Lewis (2001) identifies three broad 
levels at which partnership arrangements are located -  financial, organisational and professional. 
From this, she argues that repeated failures to resolve the perverse financial incentives for both 
health and social care ensure that organisations act in ways that suit their own financial priorities 
instead of the overall goal of improving partnership working. This is significant because the 
improvements in interprofessional collaboration have not been reflected as such in changed 
financial arrangements despite the use of the flexibilities under the Health Act 1999. The focus 
has been upon interorganisational working with little matching attention to interprofessional
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relationships (Hudson, 2002b). Research shows to some extent that there is an assumption that if 
interagency partnership policies, processes and structures are established, then frontline 
partnerships between a range of traditionally separate professions will fall into place (Hudson, 
2002b). Banks (2002: 9) also suggests this assumption is being made:
There continues to be a gap between the vision o f partnership working and the reality o f 
practice on the ground, and there is a long way to go before achieving effective collaboration in 
frontline services. Shared strategies will count fo r  little unless there is significant change in 
frontline professional ‘worlds ’ and inter-professional relationships.
It is this assumption that needs to be addressed. In this research, instead of focussing upon the 
interorganisational issues surrounding partnership working, the focus is upon the inter­
professional relationships and ways of working.
4.2 Collaboration and Partnership
The literature has so far used the term collaboration in conjunction with partnership. Whittington 
(2003a) believes that collaboration and partnership are instruments o f policy^ chosen to achieve 
particular social and political goals, for instance supporting independence of older people by 
seeking an effective blend of health and social care thus reducing waiting lists. The terms 
‘collaboration’ and ‘partnership’ are often used interchangeably in ways that assume there is 
common agreement on their meaning (Whittington, 2003a). However, Whittington (2003a) 
believes that this does not have much impact upon day-to-day practice but clarifying the meanings 
prevents dimensions from being lost.
Whittington (2003a) suggests that collaboration may be thought of as the more active form of 
‘working together’ in relation to partnership, whereby the collection of knowledge, skills, values 
and motives applied by practitioners translate the following into effective practice:
• formal systematic joint working arrangements (such as inter-disciplinary or integrated teams)
• less formalised joint work between different professions and agencies arising in the course of 
assessing for arranging, providing and evaluating services (sometimes referred to as multi­
agency or multi-professional networks)
• the goals of participation, empowerment and social inclusion of services users and carers.
In line with Hudson’s (2002b) theory of the two focal points of partnership, interorganisational 
and interprofessional, Whittington (2003a) also believes there are a number of terms related to 
collaboration and partnership that are used, which fall into these two ‘sets’ with the fundamental 
implication of a shared purpose. The first set is concerned with the organisations and includes 
terms such as interagency and interorganisational working. Government policies have placed 
particular emphasis on the importance of effective partnership between agencies but not as much
72
Ludmila lyavoo______________________________________________________________ Chapter 4
at an organisational level. The second set, to which Hudson (2002b) and Banks (2002) believe 
that the government have paid less attention, is concerned with the professions and staff involved 
and the types of collaboration described as multi-professional or multi-disciplinary practice and 
interprofessional or interdisciplinary practice. These terminologies need further clarification.
4.3 Definitions and Terminology
The subject of working together is fraught with terminological difficulties where different 
thinkers on the subject employ a wide variety of labels resulting in linguistic conundrum. 
Leathard (2000b) believes that some clarity can be given by recognising that the phrasing used to 
describe this concern implies three sets of concept. The main variations appear to be:
1. Problematic association: inter/multi/trans.
2. Grouping: professional/occupational/disciplinary/sectoral/agency.
3. Focus of operations: work/teamwork/collaboration/cooperation/integration.
Many of these permutations can be found in the literature concerning working together. Despite 
each variation having different connotations, they all express the need for some of the areas 
common to health and welfare to harmonise thus implying (Leathard 1990: 1776):
What everyone is really talking about is simply learning and working together.
Leathard (2000b) believes that inter-professional work is arguably the term with greatest utility. 
The prefix ‘inter’ denotes the relationships both between and amongst the elements. ‘Trans’ 
signifies relationships across or beyond but does not carry any indication of mutuality. ‘Multi’ 
implies many and some form of composition but does not immediately suggest any give and take.
‘Professional’ focuses on distinct groups of people working with others in their specialist 
capacities. It also retains the connotation of professing a declaration of exclusive group 
membership and a particular body of expertise such as doctors, nurses, occupational therapists and 
social workers. The term ‘occupational’ is broader and omits the strong identity and career 
implied by ‘professional’. ‘Disciplinary’ is useful but limits it to background theoretical and 
methodological contributions. ‘Agency’ and ‘sectoral’ tends to be confined to organisational 
features.
Leathard (2000b) indicates that the focus of operations overlap continuously but ‘work’ provides 
the most encompassing definition. Terms such as ‘teamwork’ and ‘collaboration’ are increasingly 
found in interprofessional literature.
4.4 Collaboration
The term collaboration has a variety of closely related terms such as coordination and 
cooperation. Biggs (1997a) suggests cooperation implies ‘working together’ in a positive context,
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whereas coordination means separate groups taking the activities of other groups into account in 
order to ensure compatibility and collectively deal with a shared task. Collaboration can occur in 
a one-to-one situation, between individuals in groups and between groups (Pearson, 1998). 
Loxley (1997: 76) provides a definition for collaboration in relation to health and welfare, which 
encompasses both interagency or interorganisational and interprofessional relations:
Collaboration in health and welfare is the acting together o f two or more people from  
different professions either within the same or from  different agencies to deliver a service which 
neither can deliver alone. It requires competence, that is fitness fo r purpose based on knowledge, 
skills and attitude, supported by power and authority, structured and resources, and a compatible 
culture.
Henneman et al (1995) identify a set of defining attributes of collaboration:
• Two or more individuals must be involved in a joint venture whereby participants willingly 
participate in planning and decision-making.
• Individuals view themselves as members of a team, and contribute to common a goal.
• All participants offer their expertise; share the responsibility for the outcomes whilst being 
acknowledged by their group members for their contribution in the process.
• The relationship between individuals involved in collaboration is non-hierarchical -  power is 
shared.
Collaboration can range from face to face contact between a doctor and health visitor conferring 
about a shared patient, to a network of professionals employed by different agencies to meet the 
needs of a particular client group.
Loxley (1997) examines the dangers of collaboration as falling into three main areas: whose 
interests are being served, to whom are the participants accountable and is collaboration the most 
effective way of achieving the desired result. Similar to organisations who work to ensure their 
survival, professionals are similar (Loxley, 1997). By a group of professionals addressing a 
particular client group’s needs, over time they become accustomed to a group culture. The group 
which originally came together because the members are different fall into the trap of avoiding 
collaboration issues, such as the difference in power and status, in order to make life comfortable. 
Here, the danger lies in the emphasis being upon personal relationships, and the assumption that 
successful collaboration depends upon the compatibility of personalities. This can result in an 
informal blurring of roles such that nobody is sure of who is doing what and why, or who should 
be held accountable. This confusion can be problematic for the patient or client and can also lead 
to coercion amongst the members, whereby the least powerful will give in to the most powerful in 
order to continue the comfortable relationships that has been developed (Loxley, 1997).
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If collaboration is not exercised appropriately by the participants, the patient or the client will 
suffer. If an individual is unsatisfied with the service that they have received from all the 
participants which present a united front, how does the individual seek redress or challenge the 
care that has been received. Therefore, mechanisms of accountability have to be in place to 
address this but as Loxley (1997) states, there are difficulties at both a formal and informal level 
of collaboration. At an formal level this is difficult because local authorities elect their 
councillors and health authorities appoint their members. At an informal level, it is difficult for a 
person to get an issue redressed because no one person may take responsibility or be held 
accountable.
Loxley (1997) believes that since the pattern of care has been more focussed upon specific client 
groups since the Care in the Community policy, collaboration has been focussed around particular 
client groups and social issues. The danger arises where these new specialisms will re-enact and 
regroup all the factors which make collaboration difficult, most likely between themselves. 
Resources are also pigeonholed for the specific groups. Therefore, there is still a fragmented and 
partial perspective which does not reflect what is experienced by people in real life as a complex 
whole (Loxley, 1997).
The benefits of collaboration are experienced at an individual, group and organisation and user 
level (Henneman et al, 1995):
Individual:
• individuals benefit from the supportive and nurturing environment collaboration creates
• the unique and important contribution made by an individual is supported by collaboration 
and therefore reinforcing feelings of competence, self-worth and importance
•  collaboration promotes a sense of success and accomplishment in meeting individual as well 
as team objectives
Group:
• promotes interprofessional cohesiveness and a sense of pride to one’s group
• helps to clarify interactive roles with other professionals
• the role of collaboration helps to enhance respect among professionals 
Organisation:
• maximises productivity and effective use of personnel, as members utilise their talents and 
skills in cooperative and non competitive ways
• retention and satisfaction of employees is enhanced when individuals feel that their 
contribution is valued and can share in the planning and decision making process
User:
• benefits the most from services delivered in a collaborative manner
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Despite Henneman et al’s (1995) thoughts on collaboration benefiting the user, which is also 
supported by Leiba and Weinstein (2003), these authors also mention that the evidence to prove 
this assertion is not conclusive. However, Biggs (1997b) warns that close collaboration with each 
other may distract professionals from meeting the needs of users.
The appeal for collaboration has largely relied upon the assumptions of it being ‘a good thing’ 
(Loxley, 1997; Biggs, 1997a). Collaboration has been driven by the need to teach collaborative 
skills to overcome difficulties such as communication, and thus practitioners have been taught 
communication skills. Hence collaboration is being understood via practice (Loxley, 1997). The 
theory of collaboration is very underdeveloped and therefore in practice it struggles to make sense 
of itself and is hampered by the lack of any dialogue with a coherent framework of ideas leading 
to transferable knowledge and skills (Loxley, 1997).
4.4.1 Frameworks for Collaboration
Chapters 2 and 3 have attempted to develop and provide reasoning behind the need for 
collaboration and also how collaboration can be perceived differently, thus leading to implications 
for the decision-making process amongst politicians, managers, professionals and users. However 
as Loxley (1997) comments, the theoretical input is lacking.
Loxley (1997) believes that in exploring relevant social theories such as General Systems Theory, 
Social Exchange Theory and Co-operation Theory, relating to interaction because collaboration is 
interaction in both purpose and its processes; concepts can be found to help understand the 
interaction between individuals and groups in health and social care thus providing a conceptual 
framework.
Whittington (2003b) on the other hand has developed a model of collaboration which aims to 
assist both the practice and analysis of collaboration by providing a fi-amework that addresses 
separately, and in a connected way, the people and groups involved and their interactions. The 
model has two stages. The first identifies the key parties and systems implicated directly both in 
care services and in collaboration, whilst the second builds upon the first stage by describing the 
parties and systems as they actively engage in collaboration and partnership.
4.4.1.1 Stage 1: Key spheres (participants) in care practice and collaboration
There are five interconnected spheres in the model: service users and carers; personal; 
professional; team; organisational. In terms of outcomes, the interests of service users and carers 
should be of primary concern.
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❖ The service user and carer sphere
The service users and carers are placed centrally in the model since the primary purpose of care 
services is to meet the needs of the users and carers. However, grouping the user and carer 
together does not necessarily mean that they have the same needs and interests. Placing the 
service users and carers in the centre demonstrates the changes to the system due to the increasing 
commitment to empowerment and service user involvement.
♦♦♦ The personal sphere
This sphere recognises that people experience and represent themselves as having characteristics 
and is separate from their professional identity or membership of a team or organisation. 
Characteristics, such as personal and social traits, and experience, for example, gender, religion, 
health, commitments, responsibilities to family and political preferences, can all affect 
perceptions, experience of work and the commitment that each person is able to give to it. 
Additionally, other characteristics, such as interests, aspirations, styles of learning and decision­
making, will also play a part. All of these aspects will have an affect upon collaboration.
❖ The professional sphere
Care services encompass a variety of staff from many occupations who all contribute towards 
collaborative practice. This sphere is focussed towards those staff whose occupational identity 
and the what it represents is reinforced by ‘professional’ structures such as formal training, a 
qualification and registration with a professional body, such as the Royal College of Surgeons for 
surgeons or more recently the General Social Care Council for social workers.
❖ The team sphere
The team represents for many social workers and for other professionals, a tangible connection 
between personal and professional ‘self and the organisation in which they work. Teams are 
placed in the model because they are widespread in practice and because social workers attach 
high levels of importance to teamworking skills (Whittington, 2003b). There are also key areas 
for collaboration, which occur both within and between particular teams (Payne, 2000).
❖ The organisational sphere
Despite training and practice experience providing the necessary skills for working with service 
users, social workers believe that the knowledge of organisations and the skills required to work 
within them are also a vital part of performing the job (Whittington, 2003b). Health and welfare 
have both experienced several organisational environments in which professionals have had to 
operate. Social work, for instance, is associated to a large administrative. State-sponsored 
activity. To replace these types of bureaucracies, in the 1980s, two approaches developed -  the 
business- led and the market-inspired ‘new managerialism,’ and from this grew the performance 
management and efficient models, which were promoted for government by the Audit
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Commission (Audit Commission, 1989, 1995). As Chapter 3 demonstrates, the government has 
moved away from the competitive models to more co-operative ones. Additionally, there has 
been the move towards placing the service user at the heart of the organisation. Organisational 
change remains high with new structures reported or in the pipeline across health and social care, 
with the majority aiming to improve collaboration and partnership (Hudson et al, 2002). 
Consequently, the organisational sphere is highly significant in the model of collaboration.
4.4.1.2 Stage 2: Collaboration -  spheres of interaction
Using the first stage as the baseline, the second stage of the model is built upon this. The model 
shifts from a description of the key parties to the collaborative processes between them, and thus 
the terminology also shifts:
• the personal to the inter-personal
• the professional to the interprofessional
•  the team to the inter-disciplinary team
• the organisational to the inter-organisational
•  to collaboration with service users and carers.
These ‘spheres’ of interaction are involved or likely to be implicated in collaboration and 
partnership. The prefix ‘inter’ has been used to denote a more interactive process and integrated 
level of collaboration instead o f ‘multi’.
4.4.1.2.1 Collaborating with service users and carers
Whittington (2003a) has commented that in the literature there is a shift towards the service user 
being at the centre of care, which is also noticeable in the policies that the government has 
brought in (see Chapter 3). Therefore, one needs to see how to ensure their involvement in 
practice and policy-making. Beresford (2002) highlights four issues: inclusion, diversity, impact 
and location to help set the wider agenda for collaboration and partnership with services users and 
carers. Inclusion occurs broadly in two ways: first, to concentrate on consultation about the 
service and system, with the aim of focussing more upon people’s lives and how they define 
issues; whilst the second concerns whether involvement is led by the organisation, professional or 
user. Diversity must occur since service users reflect social divisions and hierarchies. 
Involvement should address these by ensuring that people participate on equal terms irrespective 
of age, gender, race, disability, health status etc. Impact refers to the expectation that involvement 
of service users as partners of agencies and in collaboration with their staff will make a positive 
difference upon their lives. Location indicates the priority areas in which services users 
themselves believe they can make the biggest difference; areas such as training, developing 
quality standards and measures and policy development.
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4.4.1.2.2 Inter-personal collaboration
To gain an understanding of work encounters and to bring the human element into play it is vital 
to understand personal encounters as well as the professional and organisational encounters that 
are present. Whittington (2003a) believes that there is one aspect of these encounters that should 
be focussed upon since it is cited as central to the success of collaboration -  trust (Hardy, Hudson 
and Waddington, 2000; Child and Faulkner, 1998). Whittington (2003a) uses Child and 
Faulkner’s (1998) description of trust as being based on three types of involvement: calculation, 
mutual understanding and identification or bonding. In the first type, when the relationship is 
relatively new or underdeveloped, trust is involved because it is calculated that the benefits 
between the collaborators outweigh the costs of breaking trust. In the second type, trust rests in 
the perception that both collaborators have common ways of thinking, hold common assumptions 
and most likely will act in similar ways. The third is based upon the perception among those 
involved that they share a personal or professional identity with common values and obligations. 
Child and Faulkner’s analysis shows that collaboration:
...comes down to trust between the individuals involved...
Child and Faulkner (1998: 61)
4.4.1.2.3 Interprofessional collaboration
Effective interprofessional collaboration requires practitioners to learn, negotiate and apply the 
following:
• what is common to the professions involved
• the distinctive contribution of each profession
• what may be complementary between them
• what may be in tension or conflict between them
• how to work together
Working together involves many skills and underpinning knowledge, and research shows that 
social workers use them effectively (Whittington and Bell, 2001). These skills include 
(Whittington, 2003a):
use of formal and informal networks 
communication 
managing confidentiality 
forming co-operative working relationships 
negotiating working agreements with other professions 
the ability to challenge discrimination by other professions 
ensuring the social worker’s professional point of view is heard 
conducting multi-disciplinary meetings
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• conveying the agency’s policies
• handling conflict
• adapting to change.
Leathard (2000b) believes there is a need for interprofessional work because there is a need to 
bring together separate professionals whose skills are complementary, due to the increasingly 
complex arena of health and social care services. Additionally, the government’s drive towards 
partnership working between health and social care services puts further emphasis on the need for 
interprofessional work, even though the government has not paid much attention to it. 
Interprofessional work benefits the system through less duplication and providing more effective 
and integrated support for users. A unique feature about Britain is that it has always had the belief 
that collaboration is a good thing, which helps the move towards interprofessional working 
(Leathard, 2000b). However there is little evidence to show that collaboration leads to a better 
quality of care (Leathard, 2000b).
There are several advantages and disadvantages to interprofessional work. Two studies that 
highlight some of the advantages are McGrath’s (1991) study which assesses the advantages and 
disadvantages of interprofessional teams within the mental health field, and Pritchards’ (1992) 
study on teamwork in primary health care (both studies cited in Leathard, 2000b):
• more efficient use of staff such as maximising the potential of unqualified staff;
• effective service provision (through encouraging overall service planning and goal 
orientation);
• a more satisfying work environment (through promoting a more relevant and supportive 
service);
• enabling professional and lay people to achieve their objectives more fully and economically.
However, there are also a number of pitfalls to interprofessional working including: time 
consuming consultation; administrative and communication costs; different leadership styles, 
language and values between professional groups; separate training backgrounds; inequalities in 
status and pay; conflicting professional and organisational boundaries and loyalties; practitioners 
being isolated with little management support; lack of clarity about roles and negative mutual 
perceptions (cited in Leathard, 2000b). Hudson (2002b) points out that there is a strong tradition 
of critical literature on interprofessional collaboration, which leads to negative conclusions about 
its potential. Hudson (2002b) argues that this pessimistic perspective has focussed on three 
elements:
• professional identity and territory
• relative status and power of professions
• different patterns of discretion and accountability between professions
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The literature cites authors that have concentrated upon collaboration between social workers and 
doctors, such as Dingwall (1982) and Huntington (1981), which focus upon the difficulties and 
problems that exist with emphasis upon the inequalities in status and power.
Despite there being pitfalls, the benefits outweigh these. Interprofessional work needs to be 
addressed in the current climate of partnership. However as the research shows it cannot be 
assumed that if the organisational aspect is focussed upon that interprofessional working will 
automatically fall into place. Consequently, each of the pitfalls must be addressed so that 
partnership working is fully  successful.
Research has shown that service users and carers believe that professionals should collaborate 
more effectively with each other (Leiba and Weinstein, 2003). The absence of interprofessional 
collaboration causes breakdowns in communication, delays in service delivery and general 
confusion and frustration for service users (Foote and Stanners, 2002). Commonly found 
difficulties (Hudson, 2002b; West and Poulton, 1997) include: status differentials, uni­
professional education which socialises into different language and different values; a lack of 
understanding about each other’s roles; employment by different organisations with different 
cultures and in different locations; and fear of ‘dilution’ and associated professional 
protectionism. Additionally, in the majority of cases, professionals or their employing agencies 
insist on keeping separate records in different formats on clients which they share with others and 
they:
... will not entrust their work to others without retaining director supervisory control. ’
(Foote and Stanners, 2002: 306)
The Department of Health is encouraging the sharing of records through the introduction of the 
single assessment process (Department of Health, 2002b).
Freeth (2001) believes that there are a variety of circumstances that encourage professionals to 
collaborate such as attempts to resolve gaps, lapses and inefficiencies in service delivery; political 
and ideological drivers; and local enthusiasts.
Interprofessional collaboration has been encouraged by increased emphasis on focusing provision 
around the ideologies of holistic care and the involvement of users and carers (Freeth, 2001). It 
has been recognised that meeting the needs of an individual goes beyond the remit of a single 
profession. To provide a service that places the user at the centre requires interprofessional 
collaboration and effective teamwork (Freeth, 2001). This means that professionals will have to 
aside their historical power struggles and the protection of historical boundaries so that optimum
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and efficient care is received by users. Freeth (2001) suggests that interprofessional education 
and training is the first step towards removing these historical obstacles.
Individual professionals need to work with a number of other professionals in order to meet the 
needs of one or more patients. However, there always tends to be the danger that those who do 
not actively take part can undermine reliance on co-operative working. Different professionals 
have their own backgrounds, training and culture, as well as their own self-interests, and these 
cannot be overcome either by edict or by physical proximity alone. For example, taking the 
process of discharging a patient from hospital; there are a number of times when collaboration is 
needed. When different perspectives are taken into account and all outcomes considered, 
successful discharge is dependent upon three main aspects (Pearson, 1998):
1. There must be adequate information transfer otherwise failures of communication will 
result, which will in turn lead to poor collaboration.
2. Professionals working together towards a goal must act appropriately on the information 
they have. Therefore, they need to understand the wider context in which they are acting 
and the roles of the other players. Research indicates that professional participants often 
fail to act because they make inaccurate assumptions, for example about colleagues’ roles 
or time scales for action, and that patients also influence the way in which professionals 
act (Pearson et al, 1998).
3. To be recognised as a successful outcome, it should fit within the frameworks of one or 
more of the professionals involved.
Rushton and Davies (1984) summarise the essentials of good collaboration between social 
workers and health care professionals:
1. Goodwill, a sense of humour and persistence;
2. Understanding social work roles, commitment to values, the ability to use different 
methods and a sound knowledge of social services;
3. An understanding of major health problems, of the structure and organisation of the NHS, 
the issues it faces and the roles of those who work within it;
4. The ability to communicate the above effectively in various ways.
4.4.1.2.4 Collaboration in inter-disciplinary teams
Whittington (2003b) concentrates upon two studies. In the first. Miller et al (2001) carried out six 
case studies of health-related multiprofessional teams. They found that individual members can 
make or break the ability of the team to work effectively together. There are two aspects, 
professional socialisation and previous experience of working in a team that can shape what to do 
and how to do it in teamwork. The study identifies three main philosophies which impact on 
teamworking.
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❖ Directive philosophy assumes that the team would be led in a hierarchical manner, frequently 
by members of the medical profession. Control was vertical and communication occurred 
from above. Additionally this also occurred in learning. The director’s aims determined the 
framework of tasks and staff were defined by their contribution to the tasks instead of having 
an intrinsic value in terms of insight into patient care.
❖ Elective philosophy essentially related to a system of liaison. The professionals would work 
autonomously and other professionals were used as a point of referral if required. Parties 
would work remotely, emphasise distinctive roles, keep communication brief and 
informational and value learning only from those who held equal or higher status.
❖ An integrative philosophy was generally expressed by therapists and social workers as well as 
health visitors and some nurses. They tended to partake in collaborative processes and were 
team players. There was acknowledgement that to gain a team understanding of the patient, 
detailed discussion and negotiation was required; in addition to an acceptance that 
communication can be complex. Core role distinctions were recognised but with flexibility at 
the role boundaries. The team valued each other’s contribution and recognised learning from 
one another as important to the development of the individual and the team. The benefits of 
this philosophy promised continuity, enhanced communication, referrals that were timely and 
appropriate and a holistic basis for decisions, with consequent benefit to patients.
The second research by Molyneaux (2001) surrounds an interprofessional team assisting stroke 
patients with discharge and home-based rehabilitation. The team consisted of two occupational 
therapists, two physiotherapists, a speech and language therapist and a social worker. Within the 
team, the opportunity for team building or discussion prior to taking referrals was not present and 
members of the team also worked from different sites. The members reported working well 
together without any apparent conflicts or problems; working relationships became closer over 
time with professional boundaries lessening; and all members contributed fully to the 
development of innovation. Through the research, Molyneaux (2001) found that three broad 
groups of factors were important to successful interprofessional teamworking. Firstly, the team 
structure and attitudes consisted of equality of status and grades amongst the members, shared 
values of flexibility, openness and adaptability, confidence in sharing roles, and a commitment to 
the group. Second, communication was given priority and led to a move towards a common 
work-base, which by allowing plenty of time for regular meetings and case discussions, was also 
based around a single set of shared case notes. Thirdly, there was scope and stimulus for 
innovation; in the absence of a predetermined model of teamworking and of doctors who may 
expect to lead, members felt empowered to create.
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Whittington (2003b) illuminates the descriptions of the teams provided by Molyneaux (2001) and 
Miller et al (2001), especially the integrated type as idealistic. Miller et al (2001) were aware of 
the constraints upon a team such as the required time or most notably the absence of it for many 
teams, and the organisational stability that could provide the conditions for the development o f the 
integrated team. Thus Miller et al (2001) provide recommended requirements for the right team 
approach:
• a means for ongoing discussion and agreement about a system that is appropriate to the 
team concerned
• a shared understanding of what they want to achieve and how
• support for collaborative working by the organisation
• capacity among the professional to learn how to overcome problems of professional 
culture and for reflection on the individual beliefs of working with others
• capacity among team members to understand and cope with group processes as they are 
affected by power, authority and professional culture.
From further research. Miller et al (2001) have also attributed additional characteristics necessary 
for successful inter-disciplinary team work, whereby the members of the teams:
• have a central purpose, goal or model that transcends disciplinary boundaries
• understand one another’s roles and recognise areas of overlap
• appreciate others’ cognitive maps and their different interpretations of the same
phenomena
• value different perspectives, accepting challenges and changes in authority and status
• are able to manage and use conflict for growth and integration.
The underlying challenge of inter-disciplinary teams is that members of different professions are 
asked to share and defer autonomy (Molyneaux, 2001) and to move partly outside o f their 
respective cultures to engage in the development of an inter-disciplinary team culture (Miller et al,
2001). The point illuminated by the studies is that professional allegiances have to make room for 
team members, while the power held by particular individuals and groups has to be kept in check 
to enable team members to engage in genuinely collaborative practice (Whittington, 2003b).
4.4.1.2.5 Inter-organisational collaboration
In addition to working with other professions, social workers also work with other organisations 
(Whittington and Bell, 2001). Research carried out by Whittington and Bell (2001) found that 
social workers after a year in practice placed great important on the knowledge and skills they 
required to work effectively with other agencies. Collaboration for a social worker is normally 
case-based, that is related to the day-to-day work of practitioners in response to user needs and 
requirements, but increasingly there is also the requirement for more planned and formalised
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arrangements such as participation in joint projects, multi-agency teams and integrated services. 
This shows the shift to the terminology of ‘partnership’. The term has been particularly used in 
government policy and in the research and development literature to describe interorganisational 
relationships. Whittington (2003b) examines two studies relating to successful partnership 
working, and a recent approach by the Audit Commission which places partnership at the 
foundation of services development -  ‘whole system’ working.
The first study identified six partnership principles in a detailed guide for inter-organisational 
projects. They are (Hardy et al, 2000):
1. Recognise and accept the need for partnership, leaning from local achievements, past 
successes and barriers encountered.
2. Develop clarity and realism of purpose, involving a clear vision and values and 
agreed service principles.
3. Ensure commitment and ownership, especially at senior levels among participating 
organisations, give leadership and recognise and reward people with networking 
skills.
4. Develop and maintain trust, by ensuring equal status for participants and fairness in 
sharing benefits or gains.
5. Create robust and clear partnership working arrangements, ensuring openness over 
the financial contributions brought by partners, clear accountabilities and a focus on 
outcomes.
6. Monitor, measure and learn using agreed methods and success criteria, revising the 
partnership approach as findings suggest and celebrating successes.
Another study (Atkinson et al, 2002) researched 30 ‘multi-agency’ initiatives involving education, 
health and social services. Their findings identified five types of multi-agency activity which 
were differentiated by function and location. The key perceived success factors were:
• commitment or willingness to be involved
• understanding of roles and responsibilities of the different professionals and agencies
• common aims and objectives
• effective communication and information sharing
• leadership or drive
• involving the relevant personnel
•  access to and sharing of funding and resources.
Other key factors highlighted by interviewees included good working relationships, time, 
flexibility, trust, honesty and review and development. Both of the studies show that there are 
overlaps in the success of multi-agency working.
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The Audit Commission approach to inter-organisational development rests on the foundation of 
partnership -  ‘whole-system’ working (Audit Commission, 2002). The study looks beyond 
particular teams and agencies but to the wider system. It is geared towards services for complex 
groups such as older people who have complex needs and experience frequent difficulties at the 
interface between different agencies. The approach focuses upon both the space between the 
services as well as the individual services themselves. The approach requires recognition of the 
complexibility and unpredictability of the system as well as the flexibility in getting the system to 
work better. The study implies that in practice senior managers must engage directly with service 
users to enable them to shape the services. Managers must develop a common strategic vision 
with others and understand the parts of the service system and how they fit together. The 
approach also means enabling front-line workers to identify the full range of service users’ needs 
and to understand what other help is available. At all times, service users must be provided with 
clear information about services and how to access them. From a collaborative viewpoint, the 
approach requires effective collaboration between professional groups and for each worker to 
accept responsibility for bringing in the right care or service, or for finding someone who can.
Whittington (2003b) believes that the approach suggested by the Audit Commission is reflected 
and closely related to the model of collaboration that Whittington describes:
• Service users and carers are at the heart of the system. Their needs and perspectives are 
central to both service design and process and must inform training and development.
• Inter-personal -  trust is required when establishing the shared vision and in having sufficient 
flexibility in roles and structures to allow creative development.
• Interprofessional -  The professionals involved have a shared responsibility to know the range 
of services and to work interprofessionally so that users are guided and supported in accessing 
them.
• Inter-disciplinary teams are the focus in delivering integrated care.
• Inter-organisational -  the entire approach is reliant upon interorganisational partnership. 
This is acknowledged by involvement of service users and by the collaboration of 
organisational leaders, middle managers and front-line staff across shifting boundaries of 
professionals and organisations and the spaces between them.
4.5 Conclusion
This chapter has demonstrated that partnership working is surrounded by a variety of terminology, 
which all leads to the same avenue -  working together. However, this research is interested in 
partnership working and collaboration and, as this chapter has shown, collaboration is a more 
active form of partnership working. Therefore, for there to be partaership working, there has to 
be collaboration as well. / ,
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The chapter has also shown that there are two main aspects to partnership working: 
interorganisational and interprofessional. The interorganisational aspect has been the focus of the 
government, whereas less attention has been given to the interprofessional aspect of partnership 
working. For partnership working to be a success, the interprofessional aspect must also be 
concentrated upon.
The following chapter focuses upon the thoughts behind the methodology techniques that are 
available for use in this study.
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Chapter Five
Philosophical Thoughts Behind the Methods and Techniques
5.0 Introduction
All major research traditions regard data as providing information about some type of social 
phenomenon, and an individual datum relating to a specific area of the phenomenon (Blaikie, 
2003). The type of relationship between the data and the phenomenon depends to a large extent 
on the assumptions that are made about the nature of social reality, the ontological assumptions. 
The procedures that are then considered to be appropriate for generating the data about the 
phenomenon depend on the assumptions that are made about how that social reality can be 
known, the epistemological assumptions.
In proposing and developing the methodology to meet the research objectives and questions, there 
are epistemological questions which are designed to help with the exploration of the kind of 
epistemological position the research expresses or implements. An epistemology is:
...a specific theory o f knowledge or, in the words o f Williams and May, an answer to the 
question ‘Where does our knowledge come from and how reliable is it? ’ (1996: 5)
(Mason, 1996: 12)
With this in mind, this chapter will show the types of knowledge that have to be explored in order 
to decide on the methodological instruments needed.
5.1 The Research Process
The research process is a conceptual funnel, where the larger end of the funnel contains general 
questions which the research will explore; and when moving down the funnel towards the 
smallest end the specific focus of the study is depicted, as illustrated by Marshall and Rossman 
(1999) (see figure 5.0).
This gives an overall illustration of how the research is formed from general ideas and questions
to a specific focus within a topic. In this research, general questions surrounding the health and
social care provision and the working arrangements between them have been the general focus. In
the literature chapters, the presentation of general concepts such as ‘health’ followed by
developments within health and social care provision have led to more focussed questions, so that
by the end of Chapter 4 it is visible that the understanding of the roles of professionals are
fundamental in order for collaboration to occur between health and social care. To accompany
the conceptual funnel, there are also those research processes discussed in the literature which
follow a number of stages. Neuman (2000) has oversimplified the steps of the research process
has depicted the fundamentals of the process as illustrated in figure 5.1.
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Figure 5.0: The Conceptual Funnel
General Questions
Narrowing questions 
and focus
Specific focus for 
research
Source: adapted from Marshall and Rossman (1999: 29)
In practice, researchers rarely complete one step then follow the next. Instead the process is more 
interactive whereby the steps blend into each other. Furthermore, as Neuman (2000) states the 
process is not necessarily linear but can flow in several directions before coming to the end. 
However, the research does not necessarily end at this point either, instead it will trigger off 
further questions and areas of research.
Figure 5.1: Steps In the Research Process
Analyze
Data Collect Data
Choose Topic
Design
Study
Inform
Others
Interpret
Data
Focus
Research
Question
Source: Neuman (2000: 12)
Combining these models leads to a more detailed view of the research process (Figure 5.2). The 
model shows intermediate steps and processes used to narrow a topic into a hypothesis. It also 
shows how the abstract theoretical level blends into the empirical level as a researcher moves 
towards the data collection stage.
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Figure 5.2: Steps in the research process revisited
Theoretical Level
Empirical Level
Theoretical Level
Health & Social Care Provision; 
Partnership Working
Identify the role o f  a 
social worker to 
improve collaboration
Design
study
Collect data
Analyse data
Interpret data
Inform others
Personal curiosity 
Up-to-date topic
Restate topic as question 
Read research literature 
Focus on limited set o f  variables 
Specify relations among variables
Identify specific variables 
Decide on units o f  analysis 
Develop measures o f  variables
Adapted from Neuman (2000: 145)
With these models in mind, information was gathered from a variety of sources to arrive at the 
specific focus of the research, followed by the journey of researching the specific focus area:
• Library books: University libraries and the King’s Fund
• Articles from Journals: Health and Social Care journals. Interprofessional journals. 
Community Care journals
• Articles from online databases: Science Direct and Lawtel
• Secondary data: Department of Health and National Statistics
• Websites: Department of Health, Wire-govemment, National Statistics, Cabinet Office, 
ADSS, Our Healthier Nation, HMSO
This list is not exhaustive and other resources have been explored that have not been mentioned.
5.2 Theoretical Framework of Research
The theoretical framework is the foundation on which the research is based upon. The framework 
of this research aims to explore the role of a social worker in order to improve collaboration 
between health and social care, thus having a positive impact upon partnership working in the
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future. The underlying structure of the research has been based upon health care management and 
some elements of organisational behaviour.
Chapters 2 and 3 have shown that over time social care provision has developed, with its 
profession, the social worker, being continuously immersed in problems. There are several types 
of social worker which is resultant because of the client group or type of care being provided. 
Child care, medical and psychiatric social work have had deeper professional roots, whereas 
social workers looking after older people have been less professionalised (see Chapter 2, section 
2.6.2). Social workers within this client group are an area of focus within this research, as the 
findings chapters will show.
Henneman et al (1995) have asserted that practitioners need a clear understanding of both their 
own role and those of other professionals before any collaboration can occur. The understanding 
of role has an effect on the respect afforded to different professional groups and plays an 
important part in both teamwork and interprofessional working (Gerace, 1991). Several factors 
have been identified as influential in the understanding of role and collaboration, such as 
professionals who train together are more likely to understand each other’s role; differences in 
ideologies; conflicting views; professional self-interest. It is clear that perceptions of role are 
influenced by a multiplicity of factors, many of which are directly related to the context within 
which practitioners are working (Wilson and While, 1998). The review of the literature also 
found limited research concerning defining and understanding the role of a social worker within 
collaboration and partnership working. This has been an instigator for this particular research.
In the White Paper, Modernising Social Services, the government made it clear that social 
services staff have lacked direction in what they are expected to do and what other people expect, 
in other words the social worker’s role (see Chapter 3, section 3.4). Therefore, the role of a social 
worker does require explicit clarification. The government has approached this through 
professionalising social work by setting up a register of social workers, creating a professional 
body (GSCC) to regulate the profession, which is similar to the recommendations that were made 
in the early 1980s’ Barclay Report. Additionally, the government has also set a code of conduct / 
practice for those in the profession to abide by. However, the government has still to fully 
achieve its aim of making it clear what social services staff are expected to do. Figure 5.3 shows 
the stages that will be taken in exploring the role.
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Figure 5.3: A schematic diagram of the theoretical framework
Stage 1:
Explore the health & 
social care policies 
addressing an individual 
at any age
/ \
Common
features
V
Stage 3:
Explore professional 
involvement in the care 
o f  a particular client 
group and joint working 
issues
Role o f a 
social worker
Partnership
working
"-GD
stage  2: Stage 4:
Find out the current Find out the current role
thoughts on partnership o f  a social worker within
working from both health this particular client
& social care perspectives group
-► Relationship
• Potential outcome explored
❖ la: Health and social care policies give direction to professionals in carrying out their roles and 
responsibilities.
❖ lb: Health and social care policies will demonstrate where partnership working is needed between the 
professionals.
❖ 2a: Professionals aspects needed to encourage or further partnership working.
❖ 2b: Current status of partnership working.
❖ 3a: Current involvement of social workers in the care of a particular client group as well as a
comparison amongst other professionals.
❖ 3b: Current barriers to joint working between health and social care professionals.
❖ 4a: Current role of a social worker regional level.
❖ 4b: Aspects of the role which impact upon partnership working.
The diagram shows how each stage will address the relationship between the role of a social 
worker and partnership working and the potential outcome of each stage. These potential 
outcomes will help to explore the role of a social worker and the implications that the role has 
upon partnership working. All of the stages will require both qualitative and quantitative research 
and analysis.
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5.3 Methodological Strategies
5.3.1 Purposes of Research
Social research serves many purposes. The three most common and useful purposes are 
exploration, description and explanation, in other words, what the researcher wants to accomplish
i.e. explore a new topic, describe a social phenomenon or explain why something occurs. One or 
more of these types can feature in a piece of research (Babbie, 1998). Table 5.0 shows the 
elements of each of these types of research.
Table 5.0: Types of Research
Exploratory Descriptive Explanatory
Become familiar with the 
basic facts, setting and 
concerns.
Create a general mental 
picture of conditions. 
Formulate and focus 
questions for future research. 
Generate new ideas, 
conjectures, or hypotheses. 
Determine the feasibility of 
conducting research.
Develop techniques for 
measuring and locating 
future data.
highly
that
Provide detailed, 
accurate picture.
Locate new data 
contradict past data.
Create a set of categories or 
classify types.
Clarify a sequence of steps or 
stages.
Document causal process or 
mechanism.
Report on the background or 
context of a situation.
Test a theory’s predictions or 
principle.
Elaborate and enrich a 
theory’s explanation.
Extend a theory to new issues 
or topics.
Support or refute an 
explanation or prediction. 
Link issues or topics with a 
general principle.
Determine which of several 
explanations is best.
Source: Neuman (2000: 22)
The research consists of mainly explorative and descriptive components with minimum input 
from explanatory research. From an explorative research point, the health and social care 
interface requires examination and an update as to where the policies are lacking, hence building a 
general picture of the development of health and social care services, especially the social work 
profession. Finally, such exploration reveals that the social work profession has changed 
substantially over time and therefore there is limited literature or sources on the role of social 
workers in the current climate of partnership working. In a descriptive stance, the methods to be 
used will gain a detailed and up-to-date picture of the role of a social worker and of partnership 
working. Explanatory research can also have input into this research as potential further research 
by testing the current role of a social worker.
5.3.2 Qualitative and Quantitative Paradigms
Qualitative research concentrates on understanding the thoughts and behaviours of individuals and 
groups in specific situations (Arksey and Knight, 1999). Such research should give authentic 
accounts of human thought, feelings and actions, whilst recognising that these accounts cannot be 
generalised for a population of people. Most obviously, qualitative research tends to be
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concerned with words rather than numbers, but Bryman (2001) believes there are three further 
important features worth noting:
• an inductive view of the relationship between theory and research, whereby the former is 
generated out o f the latter;
• an epistemological position described as interpretivist, the emphasis is upon the understanding 
of the social world through an examination of the interpretation of that world by its 
participants; and
• an ontological position described as constructionist which implies that social properties are 
outcomes of the interactions between individuals, rather than phenomena ‘out there’ and 
separate from those involved in its construction.
Qualitative research has both strengths and weaknesses which are related to its nature as an 
approach concerned with studying people as persons and being interested in their everyday life 
experiences and interpretations (Sarantakos, 1997).
Box 5.0: Strengths and Weaknesses of qualitative research
Strengths: • Researching people in natural settings.
Stressing interpretations and meanings.
Achieving a deeper understanding of the respondent’s world.
Humanising research process by raising the role of the researched.
Allowing higher flexibility.
Presenting a more realistic view of the world.
Weaknesses: # Problems of reliability caused by extreme subjectivity.
Risk of collecting meaningless and useless information.
It is very time-consuming.
Problems of representativeness and generalisability of findings.
Problems of objectivity and detachment.
Problems of ethics (entering the personal sphere of subjects).
Cited in Sarantakos (1997: 53)
Therefore, the strengths of qualitative studies should be demonstrated for research that is 
exploratory or descriptive and which stresses the importance of context, setting, and the 
participants’ frames of reference (Marshall and Rossman, 1999).
By contrast, quantitative research can be construed as a research strategy that emphasises 
quantification in the collection and analysis of data. Biyman (2001) believes quantitative 
research:
• entails a deductive approach to the relationship between theory and research, in which the 
emphasis is placed on the testing of theories;
• has incorporated the practices and norms of the natural scientific model and of positivism 
especially; and
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•  embodies a view of social reality as an external objective reality.
Qualitative and quantitative research differs in many ways but they also compliment each other 
(Veal, 1997; Neuman, 2000). In most cases, researchers will employ a methodology which 
requires predominantly either qualitative or quantitative but with some aspects of the other 
methods (Sarantakos, 1997). This research has adhered to Sarantakos’ (1997) belief, whereby the 
research has mainly qualitative methods with an element of quantitative input. Table 5.1 shows 
the perceived differences between qualitative and quantitative methodology.
Table 5.1: Perceived differences between quantitative and qualitative methodology
Feature Quantitative methodology Qualitative methodology
Nature of reality
Causes and effects
The role of values 
Natural social sciences
Methods
Researcher’s role
Generalisations
Objective; simple; single; 
tangible sense impressions
Nomological thinking; cause- 
effect linkages
Value neutral; value-free inquiry
Deductive; model of natural 
social sciences; nomothetic; 
based on strict rules
Quantitative, mathematical; 
extensive use of statistics
Rather passive; is the ‘knower’; is 
separate from subject -  the 
known: dualism
Inductive generalisations; 
nomothetic statements
Subjective; problematic; holistic; 
a social construct
Non-deterministic; mutual 
shaping; no cause-effect linkages
Normativism; value-bound 
inquiry
Inductive; rejection of the natural 
sciences model; ideographic; no 
strict rules; interpretations
Qualitative, with less emphasis on 
statistics; verbal and qualitative 
analysis
Active; ‘knower’ and ‘known’ are 
interactive and inseparable
Analytical or conceptual 
generalisations; time-and-context 
specific____________________
Cited in Sarantakos (1997: 54)
Table 5.1 shows the two types of methodologies have developed distinct research techniques and 
modes of operation. Quantitative research employs highly structured techniques of data collection 
which allows quantification, hypotheses, measurement and operationalisation, as well as the use 
of quantitative methods of data analysis such as the use of statistics. Conversely, qualitative 
researchers use less structured techniques of data collection and analysis such as participant 
observation. Their emphasis is on discovery and exploration instead of on hypothesis testing.
The quantitative researcher is thought to assume a ‘passive’ role during data collection, whereas 
the qualitative researcher is assumed to be actively involved in the process of data collection and 
analysis (Sarantakos, 1997). Additionally quantitative researchers are interested in inductive 
generalisations of the research findings, whereas qualitative researchers are interested in
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exploration and in making analytical or conceptual generalisations only. Table 5.2 provides a 
more detailed comparison of the features of both qualitative and quantitative research.
Table 5.2: Comparison between the essentialfeatures of qualitative and quantitative research
Quantitative research Qualitative research
Its purpose is to explain social life
Is nomothetic -  interested in establishing law­
like statements, causes, consequences, etc.
Aims at theory testing
Employs an objective approach
Is etiological -  interested in why things happen
Is ahistorical -  interested in explanations over 
space and time
Is a closed approach -  is strictly planned 
Research process is predetermined 
Researcher is distant from respondent 
Uses a static and rigid approach 
Employs an inflexible process 
Is particularistic, studies elements, variables 
Employs random sampling 
Places priority on studying differences 
Employs a reductive data analysis 
Employs high levels of measurement 
Employs a deductive approach
Its purpose is to understand social life 
Is idiographic -  describes reality as it is
Aims at theory building 
Employs a subjective approach 
Is interpretative -  interested in how 
Is historical -  interested in real cases
Is open and flexible in all aspects
Research process is influenced by the 
respondent
Researcher is close to the respondent
Uses a dynamic approach
Employs a flexible approach
Is holistic -  studies whole units
Employs theoretical sampling
Places priorities on studying similarities
Employs an explicative data analysis
Employs low levels of measurement
Employs an inductive approach_____________
Source: Sarantakos (1997: 55)
Throughout the literature, quantitative researchers stress the shortcomings of qualitative research 
and argue that quantitative methods are better than qualitative methods. Similarly, the qualitative 
comer has presented their methods as the most appropriate form of research for similar reasons.
However, authors such as Sarantakos (1997), Babbie (1998) and Biyman (2001) believe that both 
methodology types are good and appropriate depending on the circumstances. Both are 
complementary to each other and offer a stereoscopic view of the world. Quantitative researchers 
use qualitative elements in their work and quantitative elements are thought to complement and 
supplement qualitative work. Bowling (1997: 114) believes:
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...the question to be addressed should not be quantitative versus qualitative methodology, hut 
how to identify innovative strategies for combining different perspectives and quantitative and 
qualitative methodologies in a single study, while at the same time respecting the distinct 
branches ofphilosophical thought from which they are derived.
5.3.3 Triangulation
Triangulation serves two main purposes: confirmation (Denzin, 1970) and completeness (Jick, 
1983). The idea of triangulation implies the results of an investigation, employing a method 
associated with one research strategy, are cross-checked using a method associated with the other 
research strategy (Bryman, 2001). Neuman (2000) explains the process of triangulation in terms 
of social research as looking at something from several angles rather than viewing it in one way 
only. Triangulation is employed for a number of reasons. For instance, using two methods is 
thought to allow the researcher (Sarantakos, 1997; Burgess, 1984):
• to obtain a variety of information on the same issue;
• to use the strengths of each method to overcome the deficiencies of the other;
• to achieve a higher degree of validity and reliability; and
• to overcome the deficiencies of single-method studies.
In this research, the approaches towards the research topic and questions have shown that the 
process of triangulation has been undertaken.
5.3.3.1 Types of triangulation
Denzin (1970) introduced the notion of ‘multiple triangulation,’ which refers to the several types 
of triangulation which can be used in a single study. Neuman (2000) states these several types of 
triangulation as:
•  Triangulation o f measures
This is the most common type of triangulation and is when researchers take multiple measures of 
the same phenomenon. By measuring something several times, researchers are more likely to see 
all aspects of it. This research has used this type of triangulation within stages 3 and 4 (see figure 
5.0). Stage 3 will use quantitative methods to identify and quantify the role of social worker 
whilst stage 4 will further explore the role of a social worker in a qualitative manner to gain more 
detail.
•  Triangulation o f observers
In many studies, one researcher will conduct interviews or be the sole observer of people’s 
behaviour. Having a single person as the observer imposes limitations on the study. Therefore, if 
there are multiple observers or researchers, alternative perspectives, backgrounds and social 
characteristics will be added, which will reduce the limitations of the study. Combining data from
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a variety of observers is more likely to portray a complete picture. Since this research consists of 
a sole researcher it has not been possible to use this type of triangulation to address any 
limitations of the research.
•  Triangulation o f theory
This occurs when a researcher uses multiple theoretical perspectives early on in the planning 
stages o f research, or when interpreting data. Neuman (2000) states that using more than one 
theory may be difficult but it will increase the chance of making a creative synthesis or 
developing new ideas. This research has been based mainly upon health care management, 
however elements of organisational behaviour will feature.
•  Triangulation o f method
This refers to mixing qualitative and quantitative styles of research and data. Since there is only 
some overlap, a study using both is fuller or more comprehensive (Neuman, 2000). Mixing the 
styles can occur in several ways (Neuman, 2000). One way is to use the methods sequentially, 
whilst another way is to carry out the study using the two methods in parallel or simultaneously. 
This research will use the methods sequentially. Stages 1 and 2 will use qualitative methods 
followed by stage 3 using quantitative methods, then stage 4 will again use qualitative methods.
5.3.3.2 Criticisms of triangulation
There is no evidence to suggest that studies based upon triangulation necessarily produce more 
valid results (Sarantakos, 1997). Even if all diverse findings support each other, all the findings 
may be invalid. Lamnek (1988), as cited in Sarantakos (1997), further warns that the use of 
triangulation may be associated with some methodological problems. He argues, for example, 
that:
• triangulation and single-method procedures can be equally useless if they are based on wrong 
conditions and wrong research findings;
• triangulation can be used as a way of legitimising personal views and interests;
• triangulation is difficult to replicate;
• triangulation is not more valuable than a single a single-method procedure, which can be
more suitable, useful and meaningful to answer certain questions;
• triangulation is not suitable for every issue.
Critics of triangulation have surfaced over recent years, such as Fielding and Fielding (1986: 33), 
who have challenged the views of Denzin (1970) that triangulation reduced bias and improved 
validity:
...theories are generally the product o f quite different traditions, so when they are combined
one may get a fuller picture, but not a more ‘objective ’ one. Similarly, different methods have
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emerged as a product o f  different theoretical traditions, and therefore combining them can add 
range and depth, but not accuracy. In other words, there is a case for triangulation, but not the 
one Denzin makes.
Furthermore, Mason (1996) argues that the use of different methods and data sources is likely to 
throw light on different aspects of the phenomenon and research questions. This can be confusing 
to the researcher if other aspects and questions are being brought in. Triangulation can also be 
expensive and is dependent upon the researcher’s resources -  timeframe, budget and any political 
constraints (Patton, 1990).
Although expanding the spectrum of methods is desirable, one must be careful about the value 
that such expansion or combination can provide for research (Sarantakos, 1997). Arksey and 
Knight (1999) believe that despite the criticisms, triangulation is appropriate as long as it is used 
more for further understanding and completeness instead of a strategy for confirmation. Some of 
the advantages and disadvantages are outlined in Box 5.1.
Box 5.1: Advantages and Disadvantages of triangulation
Advantages and Disadvantages of Triangulation
Advantages
Can increase confidence in results.
Can strengthen the completeness of a study.
Can address different but complementary questions within a single study.
Enhances interpretability: one set of data gives a handle to understanding another set.
Divergences can uncover new issues or processes that can result in turn in the development of new 
theories, or the modification of existing ones.
• The researcher is closer to the research situation, contributing to a more nuanced understanding of the 
focus of study.
Disadvantages
• Might be time-consuming; resource implications.
• Undertaking replication and comparative studies can be difficult.
• Researchers may not be technically competent in particular methods.
• Researchers might be tempted to make inconsistent data sets artificially compatible in order to produce 
a more coherent account.
Source: Arksey and Knight (1999: 25)
In this research the strengths and weaknesses have been acknowledged, and the researcher has 
taken the viewpoint of using triangulation more for completeness and a fuller understanding of the 
phenomenon being researched instead of using triangulation for confirmation. However, 
triangulation will be used to confirm issues which determine the next steps of the research. Figure 
5.4 shows those issues which have been triangulated for confirmation and figure 5.5 shows those 
issues which have led to fuller understanding and completeness for the research.
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Figure 5.4: Triangulation for confirmation purposes
Confirmation 1:
Lack o f  policies addressing client 
group -  older people
Confirmation 2:
Lack o f  partnership working 
amongst older people
Stage 1;
Explore the health & 
social care policies 
addressing an 
individual at any age
Confirmation 3:
Lack o f  policies which show the 
lack o f  direction for partnership 
working
Stage 2:
Find out the current 
thoughts on 
partnership working 
from both health & 
social care 
perspectives
The triangulation process shows that the first two stages have confirmed that older people are the 
client group in need of focus and that partnership working especially in relation to this group 
needs further investigation (figure 5.4). Therefore, the triangulation process has provided the 
direction for the next steps in the research. Figure 5.5 will show that the next two stages fulfil the 
completeness aspect of triangulation.
Figure 5.5: Triangulation for completeness purposes
Stage 4:
Find out the current role 
o f  a social worker within 
this particular client 
group
A  detailed role o f  a social worker is 
brought to light at a regional level
Stage 3:
Explore professional 
involvement in the care 
o f  a particular client 
group and joint working 
issues
Completeness:
Have identified that social workers 
are the key professionals in older 
people’s care and have analysed their 
detailed role within this group.
Social services and social workers have 
the most involvement in the care o f  older 
people and have to work with other 
professionals agencies for the majority o f  
time.
Stages 3 and 4 show that the triangulation process has been used to gain further understanding of 
partnership working within older people’s care. Stage 3 has identified that social services and 
social workers are at the forefront of the care of older people and also partnership working with 
other organisations and agencies. Stage 4 has further shed light on the social worker’s role within 
this client group by performing a detailed analysis of the social worker’s role within older people 
services.
5.3.4 Reliability, Validity and Generalisability
Reliability and validity are central issues in all measurement. Both of these are important in 
establishing the truthfulness, credibility, or believability of the research findings (Neuman, 2000).
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Both qualitative and quantitative researchers have varied views on how reliability and validity 
occur in the research process. Validity and reliability are interrelated (Sarantakos, 1997). If an 
instrument is valid it is expected to be reliable too. However, if it is reliable, it is not necessarily 
valid.
Reliability refers (Sarantakos, 1997: 83):
...to the ability o f  an instrument to produce consistent results: reliability is equivalent to 
consistency.
Therefore, a method is reliable if when repeated it produces the same results even when 
performed by other researchers. Conventional measures of reliability are more associated with 
quantitative research where standardised ‘research instruments’ are used than with qualitative 
research (Mason, 1996). Mason (1996: 145) further explains reliability as:
...being conceptualized in terms o f how reliable, accurate and precise the research tools or 
instruments are, and this in turn is being judged by the consistency with which known instruments 
produce certain ‘measurements \
There are at least three types of reliability considered by social researchers (Sarantakos, 1997):
1. Stability reliability
This relates to reliability across time. The question to be asked here is whether a measure 
produces reliable findings if it is repeated several times.
2. Representative reliability
This relates to reliability across groups of subjects. The question asked is whether the measure 
will be reliable if  employed in groups other than the original group of subjects.
3. Equivalence reliability
This relates to reliability across indicators and to multiple indicators in operationalisation 
procedures. Therefore, the question to be asked is will there be consistency in results across the 
indicators.
There are several ways of measuring the reliability of an instrument (see box 5.2). In this 
research, only stage 3 requires quantitative input. The type of quantitative methodology 
undertaken will be a postal mail questionnaire survey that will be further explained in the next 
chapter. To test the reliability of this particular instrument, the test -  retest method will be 
adopted.
Within a questionnaire survey, the development of the questionnaire will require two stages, the 
pre-test stage and the piloting stage. This will ensure the reliability of the instrument once the
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questionnaire has been developed and administered. This is a method of improving reliability 
(Neuman, 2000).
Box 5.2: Most common methods for testing reliability of an instrument
Common Methods for Testing Reliability
• Test — retest method: The same subjects are tested and retested with the same instrument. If the same 
results are obtained the instrument is reliable.
• Split -  half method: Responses to the items of an instrument are divided into two groups and the scores 
correlated. The type and degree of correlation indicate the degree of reliability of the measurement.
• Inter -  item test and item -  scale test: Inter-item correlations or item-scale correlations indicate the 
degree of reliability of the instrument.
• Alternate -  ybm re/znM/fy; Need to administer two similar instruments in one session, and then 
assessed by the degree of correlation between the scores of the two groups.
Adapted from Sarantakos (1997: 84)
Conversely, qualitative research encompasses non-standardised methods of generating qualitative 
data and so a researcher is unable to perform reliability tests because the data they generate does 
not meet the standardised set of measurements (Mason, 1996). However qualitative research still 
needs to address the overall questions of reliability and accuracy in the methods and research 
practice, but in a different manner. Therefore to address reliability Mason (1996) suggests that 
the researcher must provide an account of exactly how the degree of reliability and accuracy was 
achieved. Hence the presentation of the analysis must include an explanation of why it is that the 
audience should believe it to be reliable and accurate. Within this research and the stages adopted 
for addressing the research question, the qualitative work encountered is authentic and has been 
properly planned, executed and analysed as Chapters 6 through to 11 will show.
Most qualitative researchers view the quantitative approach to reliability as a cold, fixed 
mechanical instrument, which is applied to some static lifeless material (Neuman, 2000; 
Sarantakos, 1997). Additionally, qualitative researchers accept that different researchers will 
produce distinctive results because they view data collection as an interactive process in which 
particular researchers operate in an evolving setting, and each setting’s context dictates the results 
using a unique mix of measures that cannot be repeated.
The other central issue in measurement is validity. Validity means (Sarantakos, 1997):
...the ability to produce findings that are in agreement with theoretical or conceptual values; 
in other words to produce accurate results and to measure what is supposed to be measured.
Therefore, it concerns the conceptual and ontological clarity and the success with which the 
researcher has translated these into meaningful and relevant epistemology (Mason, 1996).
102
Ludmila lyavoo______________________________________________________________ Chapter 5
There are four types of validity within quantitative research (Neuman, 2000; Sarantakos, 1997; 
Babbie, 1998).
❖ Face Validity
This is where it seems to measure what it is expected to measure. It addresses the question: on the 
face of it, do people believe that the definition and method of measurement fit. It is a consensus 
method o f measurement validity (Neuman, 2000).
❖ Content Validity
Content validity is present if it covers all possible aspects of the research topic (Sarantakos, 1997). 
Content validity involves three steps (Neuman, 2000). The first step is to specify the content in a 
construct’s definition. The next step is to sample all areas of definition and the final step is to 
develop an indicator that taps into all of the parts of the definition. Stage 3 has addressed all the 
aspects of the research topic pertaining to older people’s care, from issues within the community 
to those within the acute sector.
❖ Criterion Validity
This particular type of validity uses a standard or criterion to indicate a construct accurately. The 
validity is verified through a comparison with another measure of the same construct in which a 
researcher has confidence (Neuman, 2000). There are two branches to criterion validity. Firstly 
concurrent validity is where an assumption of validity is made if the findings are supported by 
already existing empirical evidence (Sarantakos, 1997). The second type is predictive validity 
whereby an indicator predicts future events that are logically related to a construct (Neuman, 
2000).
❖ Construct Validity
This is for measures with multiple indicators. This addresses the question of whether the variety 
of indicators would operate in a consistent manner. It is established by relating the measuring 
instrument to a general theoretical framework (Frankfort-Nachmias and Nachmias, 1996). 
Construct validity occurs when multiple indicators are associated together (Neuman, 2000). 
Whilst discriminant validity, also known as divergent validity, is the opposite of convergent 
validity, the indicators of one construct hang together or converge, but also diverge or are 
negatively associated with opposing constructs.
Despite the concerns surrounding reliability, qualitative researchers tend to prefer to focus upon 
validity (Mason, 1996). However Neuman (2000) believes that qualitative researchers are more 
interested in authenticity than validity. Therefore, authenticity is often the issue in qualitative 
research (Silverman, 2001). Authenticity means (Neuman, 2000: 171):
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...giving a fair, honest, and balanced account o f social life from the viewpoint o f someone 
who lives it everyday.
Qualitative researchers are more concerned with providing a candid portrayal of social life that is 
true to the experiences of people being studied instead of matching an abstract concept to 
empirical data (Neuman, 2000).
Mason (1996) suggests two ways in which validity should be demonstrated:
• Validity o f data generation methods
This involves questioning what the data sources and generation methods will potentially say and 
how well they say it. This can be done in both broad and detailed ways. Mason (1996) believes 
that being able to explain how the researcher came to the conclusion that the methods used were 
valid is a better way to demonstrate validity than some of the more specific methods such as the 
triangulation of method.
• Validity o f  interpretation
This involves addressing the question of how valid the data analysis is and the interpretation on 
which it is based. However, this is dependent upon the validity of the methods used. Validity of 
interpretation in any form of qualitative research is dependent upon the ‘end-product’ including a 
demonstration of how that interpretation was reached.
One of the most important aspects of quantitative research is the requirement that the sample used 
reflects the attributes of the target population, the findings produced relate to the whole 
population, and the conclusions drawn are applicable to the whole population. This attribute is 
referred to as representativeness (Sarantakos, 1997). In achieving representativeness, quantitative 
research has to adopt several methods that have been devised for this purpose. Most of these 
methods involve probability sampling and determining the right sample size and composition 
(Sarantakos, 1997). There are also statistical techniques to accompany these methods, which will 
allow the study to claim representativeness.
Quantitative researchers try to achieve representativeness in order to allow generalisations that 
their findings can be thought to be applicable to the whole population being sampled. The higher 
the representativeness, the higher the generalisability of the findings and therefore the quality of 
the study (Sarantakos, 1997).
In qualitative research, representativeness and generalisability are approached differently. For 
many qualitative researchers, representativeness is considered irrelevant and unimportant, whilst 
generalisability is considered highly valued (Sarantakos, 1997). However, there are qualitative 
researchers who do believe in the importance of representativeness in qualitative research such as 
Miles and Huberman (1994), who stress the importance of representativeness and indicate
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potential pitfalls that qualitative researchers should be aware of. Such pitfalls are sampling 
nonrepresentative informants, eg by over relying on accessible or elite respondents; generalising 
from unrepresentative event of activities and drawing inferences from nonrepresentative processes 
(Miles and Huberman, 1994: 264).
Although qualitative researchers consider generalisations to be important, they relate them to the 
typical cases studies and not random theory and principles (Sarantakos, 1997). It is argued that 
generalisation is based on the typical case studied , which is thought to be representative of a 
species; qualitative research claims that such findings can be interpreted beyond the cases studied 
and are examples of an ‘exemplar generalisation’, or ‘analytic generalisation’ (Sarantakos, 1997).
5.3.5 Approaches to Data Collection
Data collection methods are an integral part of the research process. The choice of a method 
involves a series of compromises such as available budget and time constraints in matching the 
often conflicting requirements of the situation with the strengths and limitations of the available 
methods (Aaker et al, 2001). There are several data collection methods, each with its own 
advantages and disadvantages (see table 5.4).
Stage 1 consists of the exploration of health and social care policy and legislature documents. 
This does not require any of the data collection methods mentioned in table 5.4. This data 
collection method will be discussed further in the next chapter.
To fulfil stage 2, interviews will be conducted. This will give a detailed insight into the current 
state of partnership working and the thoughts of professionals. Therefore, the data required needs 
to be ‘rich’ data. With the use of a semi structured interview, it will allow for extra probing. 
Issues such as confidentiality will be addressed by reassuring the participants. A standardised 
interview protocol will be used to avoid interview bias.
Stage 3 will require a postal questionnaire survey. The survey was done in conjunction with the 
NAO and the response rate was not of concern since the NAO requires a 100 percent response 
rate on any survey administered to the NHS. Even though the questionnaires were posted, 
guidance notebooks on the questionnaire as well as details of a contact person were also given 
within the NAO to answer any queries regarding the questionnaire.
The final stage, stage 4 was an exploratory survey which requested social workers’ job 
descriptions. This allows a more detailed exploration of the role of a social worker.
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Table 5.3: Advantages and Disadvantages o f Interviews and Questionnaires
Mode of Data 
Collection
Advantages Disadvantages
Personal or Face-to- 
Face Interviews
Telephone Interviews
Personally
Administered
Questionnaire
Mail Questionnaires
Electronic
Questionnaires
Can establish rapport and motivate 
respondents.
Can clarify the questions, clear 
doubts, add new questions.
Can read nonverbal cues.
Can use visual aids to clarify points. 
Rich data can be obtained.
Computer assisted personal 
interviewing and responses entered in 
a portable computer.
Less costly and speedier than 
personal interviews.
Can reach a wide geographic area. 
Greater anonymity than personal 
interviews.
Can be done using computer assisted 
telephone interviews.
Can establish rapport and motivate 
respondent.
Doubts can be clarified.
Less expensive when administered to 
groups of respondents.
Almost 100% response rate assured. 
Anonymity of respondent is high.
Anonymity is high.
Wide geographic regions can be 
reached.
Token gifts can be enclosed to seek 
compliance.
Respondent can take more time to 
respond at convenience.
Can be administered electronically, if 
desired.
Easy to administer.
Can reach globally.
Very inexpensive.
Fast delivery.
Respondents can answer at their 
convenience like the mail 
questionnaire.
Takes personal time.
Costs more when a wide 
geographic region is covered. 
Respondents may be concerned 
about confidentiality of 
information given.
Interviewers need to be trained. 
Can introduce interviewer biases. 
Respondents can terminate the 
interview at any time.
Nonverbal cues cannot be read. 
Interviews will have to be kept 
short.
Obsolete telephone numbers could 
be contacted, and unlisted ones 
omitted fi*om the sample.
Organisations may be reluctant to 
give up company time for the 
survey with groups of employees 
assembled for the purpose.
Response rate is almost always low 
-  a 30% rate is quite acceptable. 
Cannot clarify questions.
Follow-up procedures for non­
responses are necessary.
Computer literacy is a must. 
Respondents must have access to 
the facility.
Respondent must be willing to 
complete the survey.
Source: Sekaran (2000: 250)
5.4 Samples
Finally, this section will look at which set of professionals and organisations are crucial to the 
design of this research and why they are chosen as the subjects of the data collection process.
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5.4.1 Health and Social Care Professions
New policy directions have highlighted numerous opportunities for creative collaborations 
between social workers, a range of health professionals and older people themselves. However, 
there are obstacles in the path of such collaboration. For example, where the notion of partnership 
is addressed in most policy documents, it is between health and social services organisations, 
rather than between different professional groups (Lymbery, 2003). Better interprofessional 
collaboration is an essential part of policy for older people, as Hudson (2002b) points out 
problems at the interprofessional level can be the ‘Achilles’ heel’ of partnership.
Lymbery (2003) breaks down the core themes of the obstacles to effective collaboration which is 
so central to the government’s plans for health and social care. One of the core themes mentioned 
is:
...the relatively weak development o f the social work role with older people.
(Lymbery, 2003: 222)
This research aims to tackle Lymbery’s (2003) theme and explore the social worker’s role. 
Designated key health professionals have been identified within acute trusts and PCTs which are 
both key health service organisations in the care of older people. From the social care sector, 
social workers within older people services have been identified in order to gain detailed data for 
analysis of the social worker’s role.
Hudson (2002b) points out that there is a strong tradition of critical literature on interprofessional 
collaboration that leads to negative conclusions about its potential. He argues that this 
‘pessimistic’ perspective has focused on three elements:
• professional identity and territory
• relative status and power of professions
• different patterns of discretion and accountability between professions.
The literature is saturated with authors examining these issues especially in respect of 
collaboration between social workers and doctors (such as Rushton and Davies (1984); Butyrm 
and Horder (1983)). Authors such as Dingwall (1982) and Huntington (1981) focus on 
difficulties and problems that exist, emphasising in particular inequalities of status and power.
However, there is also a more optimistic perspective on which to draw (Hudson, 2002b). It is 
suggested that professionals can develop fruitful alliances when located with members o f other 
professions (Dailey, 1989). Despite some of the research highlighting successful interprofessional 
working, there has been little research questioning what the role of social workers is or verifying
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the current status of the social worker’s role within older people’s services in order to improve 
collaboration between both health and social care professionals.
5.4.2 Considerations for Sampling Methods and Sample Size 
5.4.2.1 Representativeness of population
Qualitative and quantitative researchers approach sampling differently. The discussion of 
sampling tends to come from quantitative researchers (Neuman, 2000). The primary goal of 
quantitative researchers is to get a representative sample or a small collection of cases from a 
much larger population, therefore enabling the researcher to study the smaller group and make 
accurate generalisations about the larger group.
Qualitative researchers focus less on a sample’s representativeness or on detailed techniques of 
probability sampling (Neuman, 2000). The main purpose of sampling is to collect specific cases, 
events, or actions that can clarify and deepen understanding. Therefore, the type of sampling that 
qualitative researchers’ use is nonprobability sampling.
Stages 2 and 4 require qualitative sampling methods to gain a deeper understanding of partnership 
working and the role of a social worker, whereas stage 3 requires quantitative sampling 
procedures to acquire the extent of the social worker’s role within older people’s care, together 
with health professionals from the acute trusts and PCTs.
5.4.2.2 Ethical approval
Stage 3, the questionnaire to acute trusts and PCTs, was done in collaboration with the NAO. 
Since the NAO audits central government departments, the Department of Health has to give full 
access to any information the NAO requires. Therefore it is not necessary for the NAO to require 
ethical approval for the surveys performed.
Additionally, this study was carried out prior to the work of the Central Office for Research Ethics 
Committees (COREC) for the NHS.
5.4.3 Stage 2 -  Interviews with health and social care key professionals
In this exploratory part of the research, a purposive sampling method was chosen to identify the 
three participants. This type of sampling was chosen to gain a deeper understanding of 
partnership working and its issues. The participants were ‘elite’ interviewees, whereby an ‘elite 
interview’ is a specialised case on interviewing that focuses on a particular type of interviewee.
“Elite ” individuals are those considered to be influential, prominent, and /  or well-informed 
people in an organization or community; they are selected fo r interviews on the basis their 
expertise in areas relevant to the research. (Marshall and Ross, 1999: 113)
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The benefits of having elite interviewees is that they can provide an overall view of an 
organisation or its relationship to other organisations as well being able to report on past histories 
and future plans (Marshall and Ross, 1999).
The sample was chosen within a geographic area whereby each of the participants was 
responsible for their type of care within that particular area. Both health and social care 
professionals were represented. A letter was sent to all three participants who agreed to meet and 
discuss partnership working.
The three participants participated in the interviews, which showed that aspects of partnership 
working were common amongst the three participants but each had different dimensions to add. 
The responses were dependent upon the area in which each participant worked. The common 
aspects, such as older people as a client group requiring further focussed partnership working, 
have directed the research to stage 3. It was decided that the focus would surround delayed 
discharge since this is given high priority by the government.
5.4.4 Stage 3 -  Survey of acute trusts and PCTs on the hospital discharge of older 
people
Firstly, the questionnaire was given to experts for scrutiny and suggestions. From this the 
necessary changes and additions were made. A pilot run was then performed to check the 
suitability o f the questionnaire as a whole, whereby a pilot study is (Sarantakos, 1997: 293):
...a small-scale replica and a rehearsal o f  the main study.
The purpose of the pilot study is to discover possible weaknesses, inadequacies, ambiguities and 
problems in all aspects of the research so that they can be corrected before actual data collection 
takes place.
The samples were carried out in 6 acute trusts and 5 PCTs within England that fulfilled the 
following criteria:
• Classified as an acute trust (according to Binleys 2002 directory)
• Classified as either a PCG or PCT (In 2002 there was still PCGs in existence that were 
making shift to PCTs)
• Classified as non specialist hospitals
• Acute trusts and PCTs were approached for permission.
All the acute trusts and PCTs responded to the pilot.
For the main surveys, a purposive sampling method was again chosen, and the questionnaire was 
sent to 171 acute trusts and 162 PCTs within England, which followed the same criteria as the
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pilot run. The response rate for the acute trusts was 99 percent and 97 percent for the PCGs / 
PCTs was 97 percent.
5.4.5 Stage 4 -  Survey of social workers job descriptions
In this stage purposive sampling methods was also chosen to request social workers’ job 
descriptions within older people’s services. Using the Mid-2000 population estimates from the 
National Statistics (Series PE no.3), which covered local authorities, the social services 
departments were identified. This consisted of nine regions within England at this time, which 
consisted of unitary authorities, counties and metropolitan counties.
❖ Unitary Authorities
The first three unitary authorities that consisted of the highest population of older people (60- 
female / 65-male) were chosen from each region except London. 24 unitary authorities were 
chosen altogether. Therefore, 24 social services departments were included in the sample.
♦♦♦ Metropolitan Counties & Counties
The first three counties (including metropolitan counties) with the highest population of older 
people (60-female / 65 male) were chosen from each region except London. However, if there 
was a metropolitan county present in a region, a number of councils are within this which were 
included in the sample. Therefore, 18 counties were chosen which had 18 social services 
departments and 6 metropolitan counties with 32 social services departments.
❖ London Region
London had a different structure to the other regions. It consisted of inner and outer London and 
within this there are boroughs. Three of the boroughs in inner London with the highest 
populations of older people were chosen, and the same for outer London, for inclusion in the 
sample. Therefore, there were 8 social services departments in the London region altogether.
Hence, altogether the sample size was 82 social services departments and the response rate was 54 
percent. However, some of the social services departments sent several social workers’ job 
descriptions which meant that in total 109 job descriptions were received and included for data 
analysis.
5.5 Conclusion
This chapter has examined in-depth the methodological approaches and instruments required to 
continue with the research. The following chapter will look at how the research is performed 
whilst considering the concerns that have been examined in this chapter.
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Methods and Techniques
6.0 Introduction
In the previous chapter the methodological concerns that have an affect upon the methodology, 
that is how the research is performed, were brought to light. This chapter elaborates on how the 
research was executed.
6.1 Stages Taken to Define the Role of a Social Worker
The theoretical framework discussed in Chapter 5 demonstrated how the stages would address the 
exploration of the role of a social worker in order to improve collaboration between health and 
social care, thus having a positive impact on partnership working. The framework also showed 
the reasoning behind adopting the four stages.
In this section, these stages will be discussed in the context of how they will be pursued in aiming 
to explore the role of a social worker.
6.1.1 Stage 1: Lifespan Continuum of Health and Social Policies
The purpose of this stage was to explore the health and social care policies and legislation 
addressing an individual at any age. This would potentially lead to the exploration of whether the 
policies and legislation will give direction to the respective professionals in carrying out their 
roles and responsibilities, and also whether partnership working is needed between the 
professionals. In February 2001 this continuum was developed.
Since the documents that were used are public or official, it constituted a potential goldmine for 
investigation (Silverman, 2001). Furthermore, Silverman (2001) explains how the use of such 
material can:
• reveal how public and private agencies account for, and legitimise, their activities;
• they are accessible and therefore there is no need to negotiate access.
6.1.1.1 Method
Using government websites and library resources, an exploratory examination of health and social 
policy and legislative documents was performed. The legislation and policy documents addressed 
an individual at any particular age within a person’s lifespan. All major policy and legislative 
documents were collected; however the list was not exhaustive.
Government websites such as Department of Health and the Cabinet Office were used with
keywords inputted into the websites’ search engines; keywords relating to an individual’s age or a
specific disease or issue such as diabetes. Also, another useful website was Lawtel which enabled
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legislation to be researched. Again similar keywords to those used in the government websites 
were inputted.
Once the documents of the policies and legislation were collected, a brief description of the policy 
or legislation was put into a tabulated format, whereby those descriptions relating to health 
policies and legislation were on the right hand side and those relating to social policies and 
legislation on the left for qualitative analysis (see Chapter 7). The name of the policy or 
legislation is in red print, followed by a brief description of the policy or legislation.
6.1.1.2 Statistical techniques for data analysis
The table had to be analysed in sections. These sections have been chosen according to what the 
data has presented. For instance, the data has shown that the policies and legislation can be 
analysed by sectioning the ages of individuals such as children less than 7 years old and older 
people over 75 years. Additionally, the data was analysed for just health policies and legislation 
addressing the lifespan, which showed that it was beneficial to analyse it in the form of 
prevention, diagnosis and treatment, whereas social policies and legislation addressed client types 
instead of the individual at any age such as vulnerable adults. Following this, it was thought 
appropriate to analyse the health and social policies addressing particular groups such as pregnant 
women and mental health.
The results showed that there are different levels of focus of health and social policies dependent 
upon which age group a person falls within. The continuum shows that children as a client group 
have substantial focus from both health and social policies, with social policies placing a statutory 
requirement upon local authorities in the care of children from accommodation provision to 
family support systems whilst health policies address prevention of illness and promotion of good 
health.
For the working age population health and social policies have been patchy in addressing their 
needs. Social policies towards this group are almost non-existent but do address those adults that 
are vulnerable. Health policies address this age group in a similar manner to children; through 
prevention of illness and promotion of healthier lifestyle.
Health and social policies covering older people are also patchy, similar to the working age group. 
However, the difference between the two groups is that older people as they progress in age have 
a tendency to become less independent in comparison to the working age. Social policies 
addressing this particular age group will occur if an older person falls within a certain client needs 
group such as vulnerable adults, and thus they receive support; otherwise there are no specific 
social policies addressing people aged 65 and over. Conversely, there are very few health policies 
relating to those aged 65, and even they only address the prevention of illness and diseases
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themselves. Unlike children, there is no statutory obligation upon either health or social services 
for the care of older people despite their needs being on a par with those of children. These gaps 
amongst older people’s care have instigated the focus of the research to be upon older people’s 
care, and since the social and health policies show that they are not complementary to each other 
nor ‘joined up’ in the care of older people, questions arise as to whether the direction given to 
professionals by these policies gives the drive for partnership working to occur between the two.
6.1.2 Stage 2: Interviews with Health and Social Care Professionals
The aim of this particular stage was to explore the current issues surrounding partnership working. 
Exploring partnership working amongst ‘elite’ interviewees will provide an in-depth view of 
partnership working. As mentioned in Chapter 5, the style of ‘elite’ interviewing has been 
adopted due to the types of individuals that have been chosen. These ‘elite’ individuals have been 
considered as well informed within their organisation and have been selected on the basis of their 
expertise in the area of health and social care and partnership working, since they are practising at 
the forefront of these areas.
In qualitative studies, such as this qualitative approach, pilot studies are not usually employed 
(Sarantakos, 1997). Thus this approach did not require a pilot study beforehand.
6.1.2.1 Method
In order to understand partnership working in more depth, face-to-face interviews with a director 
o f mental health and specialist services, a director of operations at a community hospital and a 
director o f social services were used, all of whom worked within the same geographical area. The 
interview schedule comprised of three main parts: partnership, organisational issues and personal 
thoughts on partnership (see Appendix 1). The interview finished with an open-ended question 
for other comments or points the directors wished to convey. Table 6.0 shows a detailed 
interview rationale for the interview schedule.
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Table 6.0: Interview rationale
Research issue Questions (see 
interview schedule for 
further detail)
Data likely to be 
obtained
Relevance for study
Good interview practice: 1 Qualifications; Useful for comparative
establishing a rapport Background information 
(base data) about the 
participant
experience; 
job history; 
experience in 
partnership working
analysis in terms of 
similarities and 
differences between 
individuals
1. Descriptions of 2 -1 5 Descriptions of Shows how the
partnership working What? How? Where? 
Who?
partnership working / 
current state of 
partnership working
participants perceive 
partnership working in 
order to understand their 
involvement in 
partnership working and 
taking it forward
2. Progress of 3 - 6 Progress of partnership Insight into the current
partnership working What? working; any gaps in 
policies.
status of partnership 
working in the 
organisations and to 
compare the participants 
perceptions to see if there 
are
similarities/differences
3. Partnership working 7-11 Affects of organisational Determine what have
in relation to the 
organisational structure
What? How? issues upon partnership 
working.
been the obstacles for 
partnership working to 
proceed as well as what 
is needed for it to work.
4. Successful 12-15 Factors for a successful Insight into what makes a
partnership What? How? Where? partnership; 
measurement for 
success; areas where 
partnership working is at 
its most effective.
successful partnership 
and how it should be 
measured. The areas 
where partnership 
working is at its best. 
The participants will be 
compared.
6.1.2.2 Data administration
A letter was sent to each of the directors requesting an interview (see Appendix 2). The directors 
sent responding letters requesting a telephone call to their secretaries to organise an interview date 
with them. The interviews took place in a quiet meeting room or the director’s office and were 
recorded on paper and with a tape recorder for later transcription. After a friendly greeting, the 
interview began with a brief introduction stating the purpose of the interview, outlining the areas 
upon which the questions focussed, and emphasising the confidentiality o f the interview. Consent 
for the use of the tape recorder was obtained from the directors for the recording of the interview 
before beginning.
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Following the interviews, the 30 to 60 minutes of tape-recorded data per interviewee were 
transcribed on paper in order for the data analysis to take place (see Appendix 3). The objective 
of this particular research was to gather information on the interviewees’ view points, and 
therefore the transcriptions did not account for any pauses or voice changes.
6.1.2.3 Statistical techniques for data analysis
The three interviews were transcribed for qualitative analysis. In analysing the data, this stage has 
adopted Miles and Huberman’s (1994) three flows of activity: data reduction, data display, and 
conclusion drawing / verification.
Data reduction refers to the process of selecting, focusing and simplifying the data that has 
appeared within the written-up transcriptions (Miles and Huberman, 1994). To reduce the 
transcriptions. Miles and Huberman’s (1994) contact summary sheet has been adapted and used to 
analyse the interview transcripts. This type of analysis is normally recommended as early 
analysis, however it is also appropriate for studies that have one round of data collection (Miles 
and Huberman, 1994) as is the case with this research. For each of the participants a summary 
sheet was developed (see Appendix 4). The summary sheet consists of three columns; the first 
refers to the question; the second consists of the summary to each question -  essentially this is 
phrases or sentences that the researcher has considered to be the answer to the particular question 
as suggested by Miles and Huberman (1994) and therefore does not lose the context in which the 
answers were said; the third column consists of the main themes and aspects that are depicted 
from the summary column, which further reduces the data.
The next flow of activity in qualitative data analysis is the data display. Using displays is a part 
of the analysis (Miles and Huberman, 1994). A display:
...is an organised, compressed assembly o f information that permits conclusion drawing and 
action.
(Miles and Huberman, 1994: 11)
The type of data display that has been used as part of the data analysis is a table which places all 
the participants themes / aspects (from the summary sheet in Appendix 4) to a particular question 
within it (see Chapter 8). Placing all the participants within a single table allows cross case 
analysis to occur. Miles and Huberman (1994) suggest two main reasons for adopting a cross 
case analysis approach to data analysis. Firstly, it can be used to enhance generalisability. 
However, it has been argued that this is not applicable to qualitative studies, but even so it is 
useful to know the relevance or applicability of a researcher’s findings to other similar settings 
(Miles and Huberman, 1994). The second reason is to deepen understanding and explanation.
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The cross case analysis allows comparisons and contrasts to be drawn from the responses of all 
the participants.
The last flow of activity is conclusion drawing / verification. This part of the analysis draws 
conclusions through a variety of routes such as an analyst noting patterns, regularities and 
explanations. However, these conclusions also need to be verified (Miles and Huberman, 1994). 
Miles and Huberman (1994) explain that verification can occur in various ways, from as brief as a 
momentary thought crossing the analyst’s mind during writing whilst referring back to field notes 
to a thorough and elaborate contemplation with lengthy argumentation and review among 
colleagues to develop ‘intersubjective consensus’. In this research, conclusions have been drawn 
and verified through constant reference to the transcripts (as demonstrated in Chapter 8).
In line with the interview rationale (see table 6.0), the results show that there is a common 
underlying notion in their perception of partnership working, which is the bringing together o f  
people to deliver care. It was felt that progress had been made in the working relationship 
between health care providers and social services since the emphasis upon partnership, but the 
human elements hamper the progress of partnership i.e. the management of attitude and 
development of culture. The literature in Chapter 4 supports this finding of the organisational 
elements being continuously focussed upon in comparison to the interprofessional factors in the 
context of partnership working, which has less focus from the government. There are gaps in the 
policies for partnership and implementation of partnership such as the issue of funding. It was felt 
that there is still room for improvement in partnership working, for instance there needs to be a 
greater understanding of partnership and what it entails, as well as addressing the funding issue. 
Overall it was thought that partnership was most effective in the area of mental health and least 
effective amongst older people, which thus requires further focus.
6.1.3 Stage 3: Survey of Acute Trusts and PCTs on the Hospital Discharge of Older 
People
The outcomes of stages 1 and 2 have instigated the need for stage 3. Firstly, both stages 1 and 2 
reveal that older people are a focal point due to the lack of health and social care policies 
addressing their needs and showing any form of ‘joined-up’ policy making, which in turn would 
give direction to both health and social care professionals to work in partnership. Additionally, it 
is also shown that the human factor can hamper the progress of partnership and therefore needs 
further focus. Finally, for there to be improvement there needs to be a greater understanding of 
partnership. This will only come from putting policies in place to address the needs of older 
people, because if the policies were more joined-up and focussed around older people than there 
would be further understanding of partnership, since direction has been given. Stage 2 confirms 
this, whereby one of the interviewees felt that there is no long-term public policy vision in place
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for older people, thus pushing partnership further. Additionally, it was felt that the policies in 
place for older people are fragmented and should be changed in order to further partnership 
working. This confirms the findings of stage 1.
Stage 1 demonstrates that there is a lack of social policies surrounding the needs of older people 
(unless an individual falls within social care’s specified needs group such as a vulnerable adult), 
which raises questions as to where social workers are to take their direction from. Comparing this 
to the needs of children, social workers have their direction from the substantial focus of policies 
in place but also there is a statutory duty upon local authorities and its professionals (i.e. social 
workers) (see Chapter 7). Both Chapters 2 and 3 demonstrate the complexities of social work and 
how the profession has changed due to political changes. Therefore, the focus upon the social 
work profession and older people leads to stage 3.
Stage 3 sets out to determine the current involvement of social workers in the care of older people 
as well as that of other professionals involved in the care and any obstacles to partnership working 
between the health and social care professionals (see Chapter 5 -  Theoretical Framework). To 
explore these issues questionnaire surveys on NHS trusts and PCTs were chosen. These surveys 
covered older people’s care, especially the controversial issue of delayed discharge amongst this 
client group. Chapter 3 shows that older people require partnership between health and social 
care, especially when dealing with delayed discharge.
6.1.3.1 Method
The surveys were in collaboration with the NAO. At the time, the researcher was under the 
employment of the NAO from January 2002 through to July 2003 and during this period was part 
o f the study undertaken by the NAO in 2002 / 2003 on the economy, efficiency and effectiveness 
of the discharge of older patients from acute NHS hospital care in England (NAO, 2003). In 
particular, the study examined:
• whether older patients admitted to hospital are being progressed efficiently towards timely 
transfer to appropriate post-hospital care;
• how well the Department of Health is progressing in reducing delayed discharge by 
developing capacity in the intermediate and domiciliary care sectors; and
• whether the NHS and social services departments are working successfully in partnership to 
deliver joined-up health and social care services which impact positively on delayed 
discharge.
Permission was received by the Department of Health and the director of the study within the 
NAO to collaborate and use the data received from the study (see Appendices 5 and 6) for this 
stage of the research.
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The survey covering the NHS acute trusts comprised of 171 trusts across England. These trusts 
consisted of acute and general beds and were non-specialist trusts. Binley’s Directory Spring 
2002 was used to identify the acute trusts. The questionnaire covered the following key issues:
• causes of delayed discharge;
• communication and relationship between professionals and organisations;
• involvement of patients and carers;
• assessment processes; and
• funding concerns.
The survey covered 162 PCTs established on or before 1 April 2002 across England. Similar to 
the acute trusts, the PCTs were identified in Binley’s Directory Spring 2002. The PCT 
questionnaire covered the following issues:
• planning of services;
• the pattern of services to help relieve pressures on acute trusts;
• assisting in avoiding hospital admissions and/or residential/nursing care accommodation.
The questions covered within the NAO’s surveys concerned the issues that emerged from stages 1 
and 2 in this research. Consequently, the questions relevant to the research were selected from the 
surveys to address the issues raised within the research (see Chapter 5 Theoretical Framework).
In the process of developing the questionnaire for both the acute trusts and PCTs, a reference 
panel was used and a piloting stage was undertaken before moving on to the main surveys. The 
questionnaires were first put forward to a reference panel. The reference panel was set up to 
provide valuable feedback on the NAO’s proposed approach and the initial findings. The 
reference panel consisted of ten professionals from the field of health and social care as well as 
academia. The suggestions that were made by this panel were taken into account and relevant 
adjustments to the surveys were made.
Following this, a pilot study followed prior to the main study taking place. Eleven pilot sites were 
chosen, both acute trusts and PCTs. All o f the respondents returned the questionnaires with their 
comments regarding the questionnaire. Taylor Nelson Sofres (commissioned by the NAO) 
worked with the NAO to use the results of the pilot to review the questionnaires. The NAO also 
adjusted the questionnaires according to any relevant comments made regarding the questionnaire 
itself.
The final questionnaires can be found in the appendices (see Appendix 7 and 8).
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6.1.3.2 Data administration
The NAO commissioned Taylor Nelson Sofres (TNS) to undertake both the acute trust and PCTs 
postal surveys. The surveys were carried out in July and August 2002. The tasks of 
administrating the surveys and the collection of the data were appointed to TNS.
Questionnaires were printed as booklets (A3 paper folded into an A4 booklet): acute trusts on 
cream paper, and PCTs on green (see Appendix 7 and 8). Each questionnaire was stamped with 
the TNS serial number for that Trust, and a space was left for the Trust name to be recorded on 
the front page, so that questionnaire returns could be accurately tracked and reminders sent as 
necessary.
The questionnaire packs were mailed out to the Chief Executives of acute trusts and PCTs with a 
response deadline of four weeks following mail-out. The package mailed out included:
• the cover letter
• the pre-numbered questionnaire
• a ‘response postcard’ for Trusts to return to TNS , acknowledging the receipt of the survey 
pack and supplying contact details
• a reply-paid envelope to return the completed questionnaires
• a leaflet about the work of the NAO
Response postcard (freepost)
Firstly, trusts were asked to identify a single ‘survey contact person’ through whom all additional 
communication would be made. This person would take responsibility for completing the 
questionnaire (where necessary liaising with other appropriate individuals within the Trust), and 
for obtaining ‘sign-off from the Chief Executive on the completed survey form. Therefore, it.is 
this person that was to be the focus of the reminder process. Where no ‘response card’ had been 
received, contact was made with the Chief Executive’s office.
Telephone reminders
Telephone calls were made to all Trusts that had not returned a ‘response card’ or telephoned / 
emailed TNS within a week of the packs expected delivery. These calls were designed to 
establish whether the pack had been received and was receiving the appropriate attention, and also 
to establish who the ‘survey contact person’ would be. Where necessary a duplicate questionnaire 
pack was sent out and, in the majority of cases, this was done by e-mail rather than post mail: 
30% of acute trusts and 69% of PCTs received a questionnaire in electronic format, either at their 
request or as a reminder.
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9% of acute trusts and 24% of PCTs responded by e-mail. In addition, other trusts completed 
their questionnaires electronically and posted them back. This was often because they provided 
attachments that were not available electronically.
The response rate for the questionnaires is shown in the following table (table 6.1).
Table 6.1: Response rate o f acute trusts and PCTs questionnaires
Fieldwork time Returns from acute 
NHS Trusts
% of acute NHS 
Trusts (base: 171)
Returns from PCTs % of PCTs (base: 
162)
4 weeks 52 30% 44 27%
5 weeks 110 64% 97 60%
6 weeks 139 81% 122 75%
7 weeks 151 88% 136 84%
8 weeks 157 92% 151 93%
9 weeks 161 94% 154 95%
10 weeks 165 96% 157 97%
11 weeks 167 98% 157 97%
12 weeks 168 98% 157 97%
13 weeks 169 99% 157 97%
6.1.3.3 Statistical techniques for data analysis
TNS collected the data from the surveys and presented the data into SPSS spreadsheets for 
quantitative analysis. The Statistical Package for the Social Sciences, Windows Version 11.0 
(SPSS v.11.0 and 11.5) and Excel 2002 were used to analyse the quantitative data obtained from 
the research instruments.
Statistics involves methods for describing and analysing data and for making decisions or 
inferences about phenomena represented by the data (Frankfort-Nachmias & Nachmias, 1997). In 
stage 3, the purpose of the data was to only describe and summarise what the data is saying, since 
the majority of this research is qualitative. Thus descriptive statistics was adopted to develop a 
profile of the total sample. Descriptive statistics (Frankfort-Nachmias & Nachmias, 1997: 355):
...enable the researcher to summarise and organise data in an effective and meaningful way. 
They provide tools for describing collections o f statistical observations and reducing information 
to an understandable form.
Frequencies and percentages were calculated for the variables relevant to stage 3 using SPSS. 
Certain questions were computed for measures of central tendency (mean, median, mode), 
measures of variability in relation to the mean (standard deviation (SD) and variance), and testing 
for a normal distribution of data (Kolmogorov-Smimov (K-S)). When this test showed there was
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a non-normal distribution of data (p < 0.05), the median was used instead as a more appropriate 
measure of central tendency (Grimm, 1993).
Measures of Central Tendency
There are three measures of central tendency, the mean, median and mode (Grimm, 1993). Each 
is designed to communicate where scores tend to centre or group in the distribution, but 
approaches the concept of centrality differently.
❖ M ean
The mean represents a summary of data (Field, 2000) and is the most frequently used measure of 
central tendency (Grimm, 1993). It can be calculated for any data set and the calculation is (Field, 
2000):
Add values obtained 
Number of values measured
However, caution has to be used when using the mean since the inclusion of just one extreme 
score can have a profound effect on it (Grimm, 1993), and therefore the more extreme a score, the 
greater its effect on the mean. Due to the sensitivity of the mean, it is necessary to have an index 
of central tendency that is not so sensitive to extreme scores.
There are several advantages in using the mean as a measure of central tendency (Grimm, 1993):
• The mean takes into account all the scores in a distribution and therefore usually offers a 
good representation of the central tendency of a distribution.
• The mean is a stable measure of central tendency when a repeated sample within the same 
population is used.
• The mean is used in many statistical formulas.
However, when deciding which measure of central tendency to use descriptively, there are certain 
circumstances in which the mean is not the best measure (Grimm, 1993).
❖ M edian
The volatility of the data requires accurate communication of where scores of a distribution are 
bunched, and the existence of extreme scores would lead to misleading impressions. Therefore, 
the median is a better measure of central tendency since half of the scores of distribution fall 
above the median and half fall below the median (Grimm, 1993). The median is based on the 
ranking of scores (Grimm, 1993). Therefore, Grimm (1993) believes that skewed distributions 
allow the use of the median as the most important measure of central tendency.
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There are several advantages to using the median as a measure of central tendency (Grimm, 
1993):
• Since the mean is sensitive to extreme scores, it is not seen as a particularly good measure 
of central tendency when the distribution is skewed. Since the median is not influenced 
by the value of extreme scores it should be used when the distribution is skewed, 
truncated, or has inexact upper or lower cutoff scores.
• The median is almost always used for descriptive statistics.
♦♦♦ Mode
The mode is another measure of central tendency, which identifies the most typical score (Grimm, 
1993). In other words, the mode is the score in the distribution that occurs most often. A 
distribution can have more than one mode if there is more than one score that occurs most often. 
The mode is the least useful measure of central tendency (Grimm, 1993). The mode ignores all 
the numbers of distribution except the one score that occurs most often.
There are a few advantages to using the mode as an index of central tendency (Grimm, 1993):
• Whenever the data are in the form of how many (i.e. a nominal scale) rather than how 
much (i.e. an interval or ratio scale), the mode is the only appropriate measure of central 
tendency.
• When there is a nominal scale, which is a naming operation, there is no way to compute 
the mean or the median, but the mode can be declared as one of the named categories.
Measures of Variability
Finding out the central tendency is vital in the description of a distribution but it is only part of the 
picture. Measures of central tendency do not provide information about the degree to which 
scores are spread out in a distribution (Grimm, 1993). Measures that reflect the amount of 
variation in the scores of a distribution are called measures of variability (or dispersion).
❖ Variance and Standard deviation (SD)
The variance measure of dispersion is not the best measure when the variability of a distribution 
needs to be expressed (Grimm, 1993). This is because the variance is a squared value; it is not 
stated in the original units of measured variable. The standard deviation is the square root of the 
variance. In a normal distribution (or normal curve) approximately 68 percent o f the total 
number of scores lie between one standard deviation below and one standard deviation above the 
mean
Hence, standard deviation is a measure of how well the mean represents the data (Field, 2000). 
Small standard deviations (relative to the mean itself) indicate that scores are close to the mean.
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A large standard deviation (relative to the mean) indicates that the scores are distant from the 
mean (i.e. the mean is not an accurate representation of the date).
Testing whether a distribution is normal
There are five characteristics that normal distributions share (Grimm, 1993):
1. A normal distribution is unimodal, meaning it has one hump.
2. A normal distribution is symmetric.
3. A normal distribution has the same value for the mean, median and mode.
4. A normal distribution is asymptotic; the tails of the distribution never touch the X-axis.
5. In a normal curve, approximately 68 percent of the scores of the distribution lie between 
the mean plus/minus one standard deviation..
Despite these characteristics, looking at histograms is not very informative as to whether a 
distribution is close enough to normality to be useful (Field, 2000). Therefore, an objective test is 
needed to decide whether a distribution is normal, such as Kolmogorov-Smimov and Shapiro- 
Wilk tests (Field, 2000). In stage 3 of the research, the Kolmogorov-Smimov (K-S) test in SPSS 
was used to identify whether there were normal distributions of data present. Similar to the 
Shapiro-Wilk test, the K-S test compares the set of scores in the sample to a normally distributed 
set of scores with the same mean and standard deviation. If the test is non-significant (p > 0.05), 
the distribution of the sample is not significantly different from a normal distribution. However, 
if the test is significant (p < 0.05) then the distribution is significantly different from a normal 
distribution.
The other aspect of statistics, inferential statistics, has not been adopted for this approach.
Inferential statistics allow the researcher to make decisions or inferences by interpreting data 
patterns. Researchers use inferential statistics to determine whether an expected pattern 
designated by the theory and hypotheses is actually fo m d  in the observations.
(Frankfort-Nachmias & Nachmias, 1997: 355)
Inferential statistics were not used in this stage because, as Chapter 5 mentions, the research is 
more explorative and descriptive and does not require the need for hypothesis testing. However, 
for post doctoral research, inferential statistics would be used to test out hypotheses based upon 
the findings of this research.
6.1.4 Stage 4: Survey of Social Workers’ Job Descriptions within Older People’s 
Services
Chapter 2 has demonstrated that the profession of social work amongst older people has not been 
as well established as other disciplines of social work. The complexity can be seen through to
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Chapters 3 and 4. Stage 3 has shown the large involvement that social services and social 
workers have in the care of older people and especially in delayed discharge; and acute trusts and 
PCTs tackling joint working issues with social services and social workers. Whilst stage 3 has 
demonstrated the volume of social workers and social services’ involvement in the care of older 
people, stage 4 looks in more detail at the role of social workers themselves within older people’s 
services. This stage will complement stage 3’s findings by demonstrating the extent of social 
workers’ roles and how they contribute towards collaboration, therefore helping partnership 
working between health and social care to move forward.
6.1.4.1 Method
Using the mid-2000 population estimates for England and Wales Series PE no.3 (National 
Statistics, 2001), the sample of social services departments was identified as explained in Chapter 
5 (section 5.4.5). In total 80 social services departments were identified and requested to send the 
most recent job descriptions for social workers working within older people care in May 2002.
6.1.4.2 Data administration
A letter was sent to each of the directors of the social services departments requesting copies of 
the most recent job descriptions for social workers within older people’s services (see Appendix
9). The job descriptions received from the social services departments were organised into their 
regions for analysis.
6.I.4.3. Statistical techniques for analysis
The job descriptions collected were then subject to qualitative analysis. Similar to stage 2, Miles 
and Huberman’s (1994) three flows of activity: data reduction, data display and conclusion 
drawing / verification was also used to analyse stage 4.
Once the job descriptions were collected, the main themes from them were depicted and inputted 
into an ACCESS database (Access 2000), which was gradually built up as the number of themes 
accumulated. The themes that had accumulated were categorised by the researcher (see Appendix
10):
main job description 
knowledge requirements 
relevant legislation 
experience required 
key skills 
assessments 
care planning
monitor and review care plans
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• monitor and develop local services
• administrative duties
• development and training
• integrated service
Thus, for each of the social services departments it contained some if not all of these categories if 
applicable to them. This technique was adapted from Miles and Huberman’s (1994) contact 
summary sheet method for this stage. This was employed as a practical way to perform first run 
data reduction without losing any of the basic information to which it refers, as suggested by 
Miles and Huberman (1994).
Once this first bout of data reduction was complete, the next level of data reduction involved the 
data being reduced and displayed regionally. The common categories and themes from each of 
the regional social services departments were depicted and placed in a table for each of the 
regions, thus creating a regional role of a social worker within older people’s services. Appendix 
11 displays each of the region’s role of a social worker.
Still in line with Miles and Huberman’s (1994) three flows of activity, following data reduction is 
the data display that has been used. To further analyse the data, the display assembled shows the 
information so that it allows for conclusion drawing to begin. The type of display that has been 
used is a table for each of the category which has all the regions together displaying their themes 
for that particular category (see Chapter 11). This allows for comparisons and contrasts to be 
made therefore leading to conclusions to be drawn which fulfils the last part o f Miles and 
Huberman’s (1994) three flows of activity.
In summary, the outlines of the research in each phase, along with their samples, methods and 
objectives, are illustrated in Table 6.2.
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Table 6.2: The Research Outline
Phase Sample Methods Objectives
Stage 1:
Life Continuum 
(February 2001)
Health and social policies from 
government websites and 
library resources
Addressing the health and 
social policies affecting an 
individual’s lifespan
Stage 2:
Interviews with health 
and social care 
professionals 
(September -  
December 2001)
Purposive sampling, directors 
(3) from health and social care 
fields
Semi-structured open-ended 
interview on partnership 
working
Exploring the current issues o f  
partnership working
Stage 3:
Surveys of NHS trusts 
and PCTs
(July -  August 2002)
Pre-test: One NHS trust in 
London.
Pilot: 11 pilot sites (NHS 
trusts and PCTs) in England. 
Had a 100% response rate. 
Main surveys: Targeted 171 
NHS trusts and 162 PCTs. 
Had a 99% response rate from 
NHS trusts and 97% response 
rate from PCTs.
Questionnaire o Testing questionnaire 
wording, procedures, etc. 
o  Investigating the outcome 
o f  the pilot data 
o Exploring the involvement 
o f  social services and 
social workers in older 
people care and any joint 
working issues within this 
area.
Stage 4:
Survey of social 
workers’ job 
descriptions in older 
people services 
(May 2002 -  June 
2002)
Targeted 82 social services 
departments with the highest 
population o f  older people. 
Had a 54% response rate.
Letter requesting job 
descriptions to be sent.
Gain a detailed role o f  a social 
worker.
6.2 Limitations and Strengths of Study
To be confident of the validity of the findings, the limitations and strengths of the methodology 
used has to be discussed. There are three main areas of the methodology, which consist of 
limitations and strengths: the multiple-methods approach that was adopted, the practical 
considerations underlying the methods and the method o f data analysis employed.
6.2.1 Multiple-methods Approach
Having used a combination of qualitative and quantitative paradigms, this research has benefited 
from the strengths of both approaches. By using the qualitative approach, the researcher has been 
able to study selected issues in depth and detail as required in the research. For example, the 
interviews have provided a detailed insight into health and social care professionals’ views on the 
subject of partnership working. Simultaneously it has also inherited a weakness from adopting a
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qualitative approach and that is the problem of representativeness and generalisability of the 
interviews due to the small sample size.
Adopting the quantitative approach has complemented the detailed findings of the qualitative 
approach. The approach allows the measurement of the phenomenon through statistical 
procedures which allows interpretations of the data and conclusions to be drawn. For example, 
the quantitative approach has provided the measurement of social services’ and social workers’ 
involvement in older people’s services, which needs to be quantified in order to see the extent of 
their involvement, thus giving a broad, generalised set of findings succinctly.
6.2.2 Practical Considerations
Access to obtaining the findings has been relatively uncomplicated. However, stage 3 has been 
the only part o f the research where difficulties have been encountered. Since, this stage was done 
in collaboration with the NAO, and subsequently the data was collected and synthesised by a 
commissioned company, the surveys were not under the full control of the researcher.
6.2.3 Data Analysis
The quantitative data analysis using SPSS v l 1.0 and 11.5 was used to generate the results as well 
as perform statistical tests to generalise the set of findings in a straightforward manner. However, 
the qualitative data is more complicated and the assistance of computer software would not have 
assisted the data analysis since the data was not coded.
6.2.4 Some Issues
The usefulness of a research study depends on the overall quality of research design and on the 
data collection and analysis based on the design. There are several potential errors that can affect 
the quality of the research process. Figure 6.0 presents an overview of the various types o f errors 
that can affect a research design.
Some of the potential errors which are applicable to this research need to be discussed. Some of 
the errors appear to be unavoidable. Firstly there is the potential of a sampling error within the 
study. In stage 4, when requesting the social workers’ job descriptions, the London region had a 
sample size of only 8 social services departments in comparison to the other unitary authorities 
which consisted of 24 social services departments and the Metropolitan Counties and Counties 
which had 32 social services departments. Therefore, the number of responses will be far less 
from London. This can produce an error in the data analysis for stage 4.
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Figure 6.0: A schematic diagram of the various types o f errors possible in research design
Sampling Error
Total Error
Nonsampling Error
Response
Errors
Administering
Errors
Design
Errors
Nonresponse
Errors
• Data error 
Intentional 
Unintentional
• Questioning 
error
• Recording error
• Interference 
error
• Failure to 
contact all 
members
• Incomplete 
responses
• Selection error
• Population 
specification 
error
• Sampling fi-ame 
error
• Surrogate 
information 
error
• Measurement 
error
• Experimental 
error
Source: (Aaker, 2001: 81)
Measurement error can occur at any stage in the research process, from the development of an 
instrument to the data analysis and interpretation stage. Such an error could occur with the use of 
the NAO’s surveys since the researcher did not have total control over the development of the 
surveys, the administering of the surveys through to the generation of results as explained earlier 
in the chapter. Thus potential measurement error may have occurred within stage 3. 
Additionally, the NAO’s purpose for its surveys was different to the researcher’s purpose despite 
focussing on similar issues.
Another possible error with stage 3 is that of data analysis. This type of error can occur when the 
data from the questionnaires are coded, edited, analysed or interpreted. Since the NAO 
commissioned the work to TNS there may have been exposure to error during the coding and 
inputting of results into SPSS. Subsequently the researcher had to be aware of the possibility of 
this error occurring and was cautious when analysing the data received fi*om TNS.
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Finally, nonreponse errors have occurred within stage 4 whereby some of the respondents wrote a 
letter to say that they had referred the request for social workers’ job descriptions to another 
colleague but the researcher did not receive anything further.
6.3 Conclusion
This chapter focussed upon the methods and techniques used in the research. The overall scope of 
the research was discussed in four stages, and the most suitable methods chosen to capture the 
results were decided upon. The four stages of the research were outlined, including their 
objectives, methods and means of data administration. The techniques which were to be used to 
analyse the data were then examined, along with the implications of using each technique. The 
following chapters will present the research findings and conclusions.
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Chapter Seven
Research Findings 1: Health and Social Care Policies 
Addressing the Life Span Continuum
7.0 Introduction
The health and social care interface has been an aspect that has been apparent throughout history 
and is currently going through its most tested time. Policy has an important part to play in this 
interface and can either restrict professionals’ duties and behaviour or allow a situation to takes its 
own course.
Having examined the literature, the notion of a fuller life span is an important concept that needs 
to be addressed. The government has addressed issues surrounding client groups as well as the 
major killers in England (Secretary of State for Health, 1999), and therefore it is important to see 
whether the government has addressed an individual’s whole life -  ‘their lifespan’. A person’s 
life is important at any one time and therefore must be treated as such. Hence, it could be seen as 
if the government has only set out a short term vision of what health and social policy should be 
addressing i.e. current concerns at both a national level but also global concerns. However, a long 
term vision should be taken of how policies and those delivering services should address the 
lifespan. If this is addressed then those delivering health and social care will have a more long 
term vision to which they will always be able to refer and measure themselves against.
In this chapter, the aim will be to examine whether health and social policies address all ages 
within the lifespan (0 years till death). A continuum was set up to see where health and social 
policies were at each year o f a lifespan and to see if together they were able to provide a seamless 
service to its users.
7.1 A Synopsis of Health and Social Care Legislation and Policies in the Lifespan 
Continuum
The continuum has shown where there is a lack of focus at particular points in an individual’s 
lifetime (from cradle to grave), as well as showing the emphasis that has been put upon certain 
stages. This chapter will show the focal points where there have been gaps.
As discussed in the methodology chapter (Chapter 6, section 6.1.2), in February 2001 an 
exploratory analysis was undertaken of all health and social care legislation and policies that 
affected an individual’s lifespan. The legislation and policies related to the health and social care 
needs of an individual. However, it must be noted that the major legislation and policies have 
addressed the needs of an individual are presented in the continuum and that the list is not
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exhaustive. There will be other legislation and policies that have been developed, supporting or 
additional to those already mentioned.
A table has been produced that shows where health and social policies fit into an individual’s 
lifespan and has been commented upon in the following sections.
In order to present the findings, it will be examined in sections. With the idealistic view of 
legislation and policies addressing all the needs at every age in a continuous form, the findings 
will be analysed in a similar manner. First the health policies addressing the needs of the life span 
will be examined, followed by the analysis of the social policies addressing the needs of the life 
span.
Following this, the findings will be analysed in client groups, therefore allowing the focus to be 
upon these groups and how health and social care policies have addressed the needs of a particular 
individual within a group.
7.2 Health and Social Care Legislation and Policies for Client Groups
In the recent policy documents, such as ‘Modernising Government’, ‘The NHS Plan’ and ‘The 
New NHS -  Modem and Dependable,’ one of the foremost visions for the NHS has been for it to 
meet the needs of the patients (Secretary of State for Health, 1997; Cabinet Office, 1999; 
Secretary of State for Health, 2000). In the NHS Plan, the government stated that the previous 
system of an internal market did not lead to any further improvements in the NHS and that the 
system needed to be redesigned around the patient (Secretary of State for Health, 2000). In 
conjunction with the patient being at the centre of care, the White Paper, ‘Saving Lives: Our 
Healthier Nation’ (Secretary of State for Health, 1999) reflects this approach through the goals 
that its has set:
to improve the health of the population as a whole by 
increasing the length of people’s lives and the number of 
years people spend free from illness; and 
to improve the health of the worst off in society and to 
narrow the health gap.
Following this White Paper and the NHS Plan, the government, from April 1998, has been 
introducing National Service Frameworks that will set out what patients can expect to receive 
from the NHS in major care areas and disease groups (Department of Health, 1998c).
The life continuum of health and social policies has reflected the government’s policy framework 
of focusing on care areas and disease groups. However, the health and social care policies do not
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reflect the partnership working that is suppose to occur between organisations and professionals. 
The policies included within the continuum are those that address the individual’s needs only 
from both the health care and the social care perspective. Nevertheless, these policies should also 
provide direction for organisations and professionals to perform their roles towards individuals.
The Government has aimed to address the partnership working issues through implementing 
statutory duties upon organisations and professionals to work together to meet the needs of the 
individual through the Health Act 1999 partnership arrangements. To further improve partnership 
working, health and social policies should also address how organisations and professionals are to 
work together to meet each particular need, but also who has the ultimate responsibility for caring 
for the needs of the individual.
7.2.1. Health and Social Care Legislation and Policies Addressing Children’s Needs
There is a substantial amount of focus around this age group from both health and social policies. 
However, there is a noticeable difference in how the policies have addressed this age group. The 
majority of social polices addressing the needs have mainly been in the form of a statutory duty 
being placed through legislation upon local authorities in the care of children, from 
accommodation provision to family support systems. Therefore, the weight of statutory duty 
mostly surrounds social policies in comparison to health policies. The health policies that address 
the group’s needs are mainly with the prevention of illness and promotion of good health. Areas 
such as immunisation programmes are governed by health polices as well as prevention of 
harmful habits (smoking). However, there are very few statutory duties in health policies for this 
group.
An explanation for this difference is that the NHS as a whole is governed by legislation and has a 
statutory duty to treat patients in a similar manner, whether the patient is 6 years old or 47 years 
old. Additionally, each specific health professional working within the health services is bound 
by a code of conduct from their respective professional body, which not only places a statutory 
duty upon them on how to treat their patients, but also describes the limitations of their duties 
towards a patient. Therefore, the health policies addressed within the continuum show that these 
policies are additional to the statutory duties already placed upon health professionals.
With the focus of legislation and the statutory duties placed upon the local authorities within 
social policies, it shows that social care professionals have less statutory duties placed upon them 
as compared to health professionals, where the membership of professional bodies instigates the 
statutory duty placed upon them and their duty towards the public. Instead, social care 
professionals have statutory duties placed upon them through the policies and legislation that 
address the age group. This in turn creates the statutory duties of social care professionals, unlike
health professionals who have professional bodies to enforce their duties.
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Since social care professionals have not had a professional body, the focus of statutoiy duties is 
placed within the policies addressing an individual. Therefore, a patient who is 6 years old will 
not have the same statutory obligations placed upon local authorities as a patient who is 74 years 
old. This will be demonstrated further into the continuum. Therefore, unlike health professionals 
whose duties are similar throughout the continuum, social care professionals’ duties will change 
according to where on the continuum social policies place a statutory duty.
At this point, it must be noted that the Care Standards Act 2000 has made the provision for the 
regulation of the social care workforce through the establishment of the General Social Care 
Council (GSCC) for England. The Council’s function is to regulate the training of social workers 
and raise standards in social care through codes of conduct and practice through other means. The 
impact of this Council upon social care professionals has not been included within this part of the 
findings since the GSCC is still in the process of creating and strengthening the infrastructure.
With health and social care professionals’ duties being moulded in different ways, and both the 
health service and local authorities having different statutoiy duties, this is where joint working or 
partnership issues will occur.
From the exercise of the life continuum, it can be observed that social policies only refer to 
experience and what they perceive as being right for the child, whereas health policies are based 
on medical knowledge and research.
7.2.1.1 Children under 7 years
It is visible from the continuum that children under the age of seven are the subject of a number of 
health and social policies. In the case of social policy, legislation and policies are in place to 
ensure that children receive services such as health care, child care, early education to improve 
their life chances, such as the ‘Sure Start Programme,’ which aims to achieve better outcomes for 
children, parents and communities by:
• Increasing the availability of childcare for all children
• Improving health, education and emotional development for young children
• Supporting parents in their role and in developing their employment aspirations
Social services plays a part in delivering this programme, and for the success of the programme 
social services has to work in partnership with other organisations such as child care providers, 
schools and health services. Additionally, they also have the duty of safeguarding the welfare of 
children in need as well as ensuring the daily care of children. Local authorities, and within this 
social services, have more involvement for the under 7s because the majority have not entered 
school and may be attending day care, but since there are less organisations involved in the care 
of this group, local authorities bear the responsibility of ensuring that this group are properly
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cared for by their family. In comparison, from those children who attend school i.e. from the age 
of 8 years onwards, schools take an active role as a partner in safeguarding children’s welfare.
Table 7.0: Health and Social Policies addressing Children under 7years old
AGE SOCIAL POLICY HEALTH POLICY
0 Sure Start (1998):
This is a cross cutting programme that brings 
together early education, childcare, health and 
family support to give a ‘sure start’ to young 
children from birth to 4 years old.
Human Fertilisation & Embryology Act 1990:
A  provision that relates to human embryos & any 
subsequent development o f  such embryos.
UK National Screening Committee (2000)
Hepatitis B Virus: DoH advises that all pregnant women 
should receive antenatal screening for HBV infection 
(affects liver).
1 Measles, Mumps & Rubella Vaccine:
MMR vaccine given by injection at 12 -  15 months.
2
3 Measles, Mumps & Rubella Vaccine:
A  second dose between 3 to 5 years o f  age as part o f  the 
pre-school booster programme.
Diphtheria, Tetanus & Acellular Pertussis:
DTaP vaccine between 3 and 5 years as part p f the pre­
school immunisation programme. Given at the same time 
as the MMR vaccine and the polio vaccine by mouth.
4
5 Children Act 1989:
Places a duty on local authorities to provide day care 
for children in need aged 5 or under and not yet 
attending school.
Active for Life:
Commissioned by DoH & implemented from Spring 1996 
-  encourages people to become more active, more often. 
Active for Life targets the whole population but with 
special emphasis on young people aged 5 - 1 6  years.
6 Immunisation against Pertussis (Whooping Cough):
Up to & including the age o f  6 years. Infanrix is licensed 
for use in children up to & including 6 years.
7 Children Act 1989:
Introduced the registration o f  out o f  school clubs 
and holiday schemes for 5 to 7 year olds.
Conversely, health policies are in place for all the necessary medical interventions to ensure 
children have a healthy and illness-free development, through interventions such as the 
immunisation against Pertussis (whooping cough).
Since both health and social policies are very focused within this age range, the continuum shows 
that partnership working between both health and social care professionals and organisations is 
vital. However, as to how they are to work together is complex due to the range of services that 
are involved in addressing the number of children’s needs. Firstly, complexity occurs because the 
range of services provided from a number of organisations, which are not solely health. 
Secondly, there is further complexity because the statutoiy duties are placed upon local authorities
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and not any of the other organisations to ‘safeguard the welfare of children’. As the continuum 
shows local authorities have the statutory duty to:
...safeguard and promote the welfare o f children within their area who are in need; and so 
fa r  as is consistent with that duty, to promote the upbringing o f such children by their families, by 
providing a range and level o f  services appropriate to those children’s needs.
S.17(l) Children Act 1989
This duty lies specifically with local authorities (Children Act 1989) and not upon the health 
service, which is there to ensure healthier lifestyles (Secretary of State for Health, 1997).
However, it is noticeable that health and social policies share similar goals when addressing this 
group, since both want to ensure a healthier lifestyle for these children.
7.2.1.2 Children between 8 and 16 years
From the age of 8 to 16 years, children attend school. Health and social policies slightly differ 
now in respect of the care that is given. Social policies address ‘out of school’ activities in 
addition to their continuing statutory duty of providing care and accommodation to those in need 
and who do not have strong family support (Secretary of State for Health, Education and 
Employment, 2000). Additionally, social policies begin to address those children who have been 
heavily dependent upon local authority support in their childhood and introduce the transition of 
childhood to adulthood from the age of 16 by assisting in the development to adulthood to further 
improve their lifestyles.
Even though local authorities have a duty towards this age group to safeguard their welfare, the 
continuum has demonstrated that social policies begin to mould this age group into making the 
transition to adulthood; thereby the social policies in place are showing how much involvement it 
will have in an individual’s life. Therefore, as an individual leaves this group, the less 
involvement local authorities will have unless the individual is vulnerable and in need o f added 
support, and in which case local authorities will provide care and support. This is supported by 
the continuum.
For both health and social care as organisations and professionals to work together to meet the 
needs of an individual within the latter stage of the age group, both of the organisations and the 
professionals, must be aware of the transition taking place. There must be acknowledgement of 
where health and social care remits lie when caring for an individual within this group. Even 
though the boundaries are demonstrated within the continuum between both health and social 
care, there are in reality overlaps between organisations’ functions and professionals’ roles’ that
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can hinder partnership working (see Chapters 3 and 4). Therefore, if the boundaries of health and 
social care were more apparent as within the continuum then partnership working would occur 
more easily. Furthermore, as the needs of an individual change at the many stages of the 
continuum, having clear boundaries will allow partnership working to make a natural transition in 
meeting the needs of an individual. The components of partnership working, health and social 
care have, different emphasis at different stages of the continuum. This is strongly visible with 
the continuum.
Table 7.1: Health and Social Policies addressing Children between 8 and 16years
AGE SOCIAL POLICY HEALTH POLICY
S.71 Children Act 1989 (under 8s):
Requires all local authorities to keep a register o f  all 
persons who act as child minders on domestic 
premises within there area or who provide day care 
for children under 8 within their area.
9 - 1 2
13 Diphtheria, Tetanus & Acellular Pertussis:
A  dose o f  tetanus wit ha low dose Diphtheria vaccine 
between 13 and 18 years before leaving school. This is 
given at the same time as polio vaccine (by mouth).
14 National Childcare Strategy (1998):
Aims to ensure a range o f  childcare for children 
from 0 to 14 years and up to 16 for those with 
special needs in all areas. Also helps parents to 
balance work and family life.
15
16 Children Act 1989:
Consists o f  the care o f  children who are at the age o f  
16 being looked after and are entering adulthood 
who are heavily dependent on local authority 
support.
Active for Life:
Commissioned by the DoH & implemented from Spring 
1996 -  encourages people to become more active, more 
often. Active for Life targets the whole population but 
with special emphasis on young women aged 1 6 - 2 4 .  
Emergency Contraception:
Hormonal emergency contraception (HEC) is available 
for women aged 16 and over to buy from pharmacists 
without prescription from January 2001.
Smoking Kills -  A White Paper on Tobacco:
Published in 1998, it entails the government’s package o f  
anti-smoking measures. One o f  the aims is to reduce 
smoking among children from 13% to 9% or less by 
2010, with a fall to 11% by 2005.
UK National Screening Committee -  Pilot for Screening 
Chlamydia (1999-2000):
DoH began screening in September 1999 to August 2000, 
with the results being published in June 2001. Women 
aged 1 6 - 2 4  were offered the screening.
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Similar to the social policies in place, health policies surrounding this age group have changed 
according to the everyday pressures that this age group are under. Additionally, health policies 
have also had to prepare for the transition of childhood to adulthood, especially with the 
promotion of good health. For example, health policies have had to address women and 
pregnancy -  the availability of the contraceptive pill. Also a policy document on smoking (the 
Smoking Kills White Paper) has addressed children from the age of 16 who could embark on a 
habit of smoking. The health policies have still maintained addressing the medical interventions 
aspect by continuing to immunise against diseases such as German measles and Meningitis. 
However, the immunisation programmes are fewer than in the previous age group of under 7s, 
who are still in their early years of development.
7.2.1.3 Children between 17 and 21 years
Both health and social polices within the continuum reflect the growth of a child into adult status.
In line with the previous age group, the transition from childhood to adulthood is apparent but 
with more emphasis since an individual is on the verge of becoming an adult. The Children Act 
1989 defines an adult as;
A child is a person under the age o f 18
(s. 105 Children Act 1989)
Despite a child becoming an adult at age 18, social policies are in place to support and assist the 
transition phase through advising and befriending individuals in need (Department of Health, 
1997). As the continuum shows, further policies have been implemented to create a stronger duty 
upon local authorities to support those who have been under care with the local authority to move 
into independent living as smoothly as possible.
It must be noted that social policies place local authorities with the responsibility of providing 
accommodation with care to those individuals in need and this duty rests with local authorities 
until the age of 18. Therefore, local authorities have to work with a number of organisations to 
meet the many needs of an individual under the age of 18.
This is a defining point for social policies for this age group for a number o f reasons. Firstly, it is 
clear when a child becomes an adult; secondly the emphasis of social policies that addresses an 
individual’s needs during childhood in comparison to adulthood (post 21 years); and the natural 
transition of policies changing to meet the needs i.e. a child is very dependent and there needs to 
be social policies in place to support and care for the child, but also when the child begins to 
develop into an adult, the child becomes less dependent, and therefore there are less policies in 
place. This will become apparent further on in the chapter, towards the end of the life continuum.
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Table 7.2: Health and Social Policies addressing Children between 17 -2 1  years
AGE SOCIAL POLICY HEALTH POLICY
17 Children (Leaving Care ) Act 2000 (c. 35):
This replaces s.24 Children Act 1989: Local 
authorities have additional functions in relation to 
‘an eligible child’. An ‘eligible child’ is a child who 
is aged 16 or 17 and has been looked after by local 
authority for a period(s) o f  prescribed time, which 
ended after the age o f  16.
Smoking Kills -  A  White Paper on Tobacco:
Published in 1998, it entails the government’s package o f  
anti-smoking measures. One o f  the aims is to reduce 
smoking among adults from 28% to 24% or less by 2010, 
with a fall to 26% by 2005.
18 Definition o f  a child -  s. 105 Children Act 1989:
A child is a person under the age o f  18.
Supporting Families (1998);
Under 18s. This is a programme that has been 
designed to help with the well-being o f  children. 
Care Standards Act 2000 (s.l)(under 18s):
Refers to Children’s Homes -  an establishment 
providing care and residence wholly or mainly for 
children. Covers community homes, voluntary 
homes and registered children’s homes (including 
private) that are defined in Children Act 1989 & 
homes for disabled children.
Adoption Act 1976 (“the Adoption Act”) and the 
Adoption (Intercountry Aspects) Act 1999 (s.l -  
1976):
Section 1 o f  the Adoption Act places local 
authorities under a duty to establish and maintain an 
adoption service for children who have been or who 
may be adopted; parents and guardians o f  such 
children; and persons who have adopted or who may 
adopt a child. Section 6 o f  the Adoption Act places 
a duty on the adoption agencies to safeguard and 
promote the welfare o f  the child, and to take his 
wishes and feelings into account.
Children Act 1989:
Lays a duty on every local authority (18 and under)-
•  To safeguard and promote the welfare o f  
children within their area who are in need; and
•  So far as is consistent with that duty, to 
promote the upbringing o f  such children by 
their families, by providing a range and level 
o f  services appropriate to those children’s 
needs (s. 17(1)).
It also draws together local authorities’ functions 
towards children which existed under the Child Care 
Act 1980, the National Assistance Act 1948 and 
Schedule 8 o f  the National Health Service Act 1977 
in relation to children with disabilities and under 5s.
Human Fertilisation & Embryology Act 1990:
At the time o f  making an order both the husband and wife 
must be 18 years old. A  court may make an order 
providing for a child to be treated in law as the child o f  
the parties to a marriage.
Meningitis C Immunisation Programme:
Began on 1  ^ November 1999 to children and young 
people under the age o f  18 through schools and colleges, 
or GP if  child is under school age. Full time first year 
university students are given their meningococcal vaccine 
at the start o f  autumn term.
19 Protection o f  children Act 1999 (c .l4 ) s.8:
Searches under Part V  o f  the Police Act 1997 -  the 
establishment o f  the one stop shop by making 
available the Criminal Record Bureau. S. 113 has
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had inserts from s.8, whereby the Bureau’s services 
must be accessible to employers in child care or 
specified educational organisations or where the 
holder will be in regular contact with persons under 
the age o f  19.
20 NHS Cervical Screening Programme (1988):
Women aged between 20 and 64 years are called for a 
cervical smear every three to five years.
Testicular Cancer: Affects men between 20 and 35 years. 
Help is in the form o f  a leaflet available from charities as 
well as a se lf check, and i f  symptoms are found to report 
to a doctor as soon as possible.
21 s. 24 Children Act 1989:
Local authorities have a duty to advise and befriend 
young persons who have been looked after beyond 
the age o f  16, up to 21.The Children (Leaving Care) 
Act 2000 (c. 35) makes provision about children and 
young persons who are being, or have been, looked 
after by a local authority; to replace s.24 o f  the 
Children Act 1989, and for connected purposes. 
Children (Leaving Care) Act 2000 (under 21): 
Created to allow new and stronger duties on local 
authorities to support care leavers. The Act’s main 
purpose is to help young people who have been 
looked after by a local authority move from care 
into living independently as smoothly as possible. It 
amends the Children Act (c.41) to place a duty on 
local authorities to assess and meet need.
Health policies have slightly differed in that their focus remains to address the health needs of the 
developing child. At this age range the child is becoming an adult and therefore health policies 
have had to address the ailments that accompany the age group and to further prevent any 
illnesses through detection. For example, at the age of 20, health policies have had to address 
detection and diagnosis mechanisms to identify cervical and testicular cancer amongst young 
women and men, respectively. Through health policies addressing these illnesses, it shows that 
medically from the age of 20 the body has fully developed into an adult and therefore health 
policies reflect this.
The continuum shows that the number of health and social policies surrounding this age group are 
tailoring off especially in comparison to those under the age of 16 who demand more care since 
they are dependent upon adults. Therefore, it could be less clear as to when health and social care 
are to work together to provide services to meet an individual’s needs. Health and social care 
organisations and professionals partnership working has to be at its strongest because the 
individuals who are coming into the system are those that are vulnerable and need support. As the 
continuum progresses and onto the working age population this becomes more apparent.
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7.2.2 Health and Social Care Legislation and Policies Addressing the Working Age 
(22 years to 64 Years)
Health and social policies addressing this age range have been patchy in relation to addressing the 
life span in a continuous form. It is very apparent that social policies do not address the 
individual at certain ages in the way that health policies do.
Initially when viewing the continuum, it demonstrates that social policies are non-existent in this 
age group and health policies have a few in comparison to the previous age groups that have been 
discussed. Contrary to what the social policies show within the continuum for this age group, 
there are social policies in place that are not so obvious. The main essence of the social policies 
for this age group is that if an individual is legally defined as being ‘a vulnerable adult’ then local 
authorities have a duty to provide care and accommodation to this individual (Care Standards Act 
2000). Subsequently, until an individual becomes a vulnerable adult, social polices are not 
needed within the continuum.
Vulnerable adults will be discussed later within the chapter.
Health policies have had a different approach to this age group. Again, similar to the previous age 
group discussed, the focus of health policies have been upon the prevention of illness and 
promotion of a healthier life style, through initiatives such as ‘Active for Life,’ which encourages 
people to lead more active lives (Department of Health, 1996). Additionally, the health policies 
in the continuum have shown that it is very medically orientated and that policies have been 
directed towards the ages where diseases can occur and be identified and followed up by 
treatment, such as screening for Type 1 and 2 diabetes at the age of 30 and 40 respectively. It can 
be seen from the continuum that the older an individual becomes, more their exposure to illnesses 
increases. This is again apparent when looking at individuals in their 50s where there are 
detection programmes in place i.e. screening programmes for breast and colorectal cancer. 
However, these screening programmes do not run continuously to death, instead there are 
restrictions in place. For example breast cancer screening runs until 64 years and colorectal, if the 
pilot was successful, until 69 years. Even though this is good coverage, for those in working age 
and older age, it must be noted that most of these illnesses occur increasingly as an individual 
becomes older.
The continuum also shows new government initiatives for health policies. In addition to the 
expansion of screening programmes such as breast screening, there has also been the introduction 
of the National Service Frameworks (NSFs). Some of these fi-ameworks that the government 
have rolled out are the NSF for the mentally ill, which cover the mental health needs of working 
age adults up to 65 years; and also the NSF for coronary heart disease (CHD), which aims to
reduce CHD deaths by two fifths of adults aged 75 years and under.
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For health and social policies to work together to meet the needs of individuals, both 
organisations and professionals must be aware of when social policies come into action for an 
individual and be able to communicate and work together to meet the needs.
Table 7.3: Health and Social Policies addressing Adults between 21 to 64years
AGE SOCIAL POLICY HEALTH POLICY
2 2 - 2 9
30 UK National Screening Committee -  Type 2 diabetes 
(non-insulin dependent diabetes mellitus):
Where there is an absolute deficiency o f  the hormone 
insulin and is commonly present acutely before the age o f  
30. NSC current knowledge is that screening would not 
help to identify this before the symptoms developed.
3 1 - 3 9
40
4 1 - 4 3
44 Active for Life:
Commissioned by DoH and implemented from Spring 
1996 -  encourages people to become more active, more 
often. Active for Life targets the whole population but 
with special emphasis on older people aged 4 4 - 5 5 .
4 5 - 4 9
50 NHS Breast Screening Programme (1988):
Women aged 50 -  64 are screened by mammography 
every three years.
Colorectal Cancer Screening Pilot:
93% o f  deaths occur in people over 55, incidence increase 
with age. In March 1998, two pilot tests were set up. 
Screening is for men and women aged 5 0 -  69 living in 
the test areas. Pilot finishes in 2002.
Active for Life:
Commissioned by DoH and implemented from Spring 
1996 -  encourages people to become more active, more 
often. Active for Life targets the whole population but 
with special emphasis on older people aged over 50.
5 1 - 6 4
Having analysed the continuum up to this stage it is noticeable that social policies are concerned 
with the everyday lives of individuals and the aim is to help them live as independent a life as 
possible. Conversely, health policies contribute towards an individuals’ health through 
encouraging better lifestyles and avoidance of any illness. This also affects an individual’s 
capacity to live an independent life as possible. Therefore, if it is identified that an individual can 
not live an independent life, both health and social policies direct the necessary organisations and 
professionals to meet the needs through providing a range of services. If these policies are not 
clearly directed and followed this is when partnership working can become problematic.
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7.2.3 Health and Social Care Legislation and Policies Addressing Older People (65 
years and over)
Health and social care policies covering this age range are very patchy, similar to the working age 
group, with social policies being non-existent and health policies still focusing upon this group. 
However, the difference between the working age and older people is that the working age is 
more independent unless a crisis occurs in which they may become dependent upon the system 
for care and accommodation (Care Standards Act 2000). Whereas older people are heading for 
retirement and due to age have increasing difficulties with their health that impacts upon their 
daily lives.
It has been recognised by the present government that older people use the health service more 
than the other groups (Secretary of State for Health, 2000). Hence health and social policies have 
to have a similar focus towards older people as they have for children.
Social policies addressing this age group are not noticeable within the life span continuum but 
instead address the needs of older people when they fall into a client needs group such as 
vulnerable adults in order to get the support needed.
The definition of an older person is increasing but currently those age 60 and over for females and 
65 years and over for males are regarded as older people in accordance with the state pension age 
(Department for Work and Pensions, 2004). In this research, an older person has been defined as 
a person from the age of 60 years and over.
7.2.3.1 Older people between 65 and 75 years
Social policies have not addressed any of the ages between 60 and 75 years, unless the individual 
falls within the category of ‘a vulnerable person’, in which case care and accommodation will be 
provided under social care policies. This is minimal coverage in comparison to the 16 years and 
under age group. Older people tend to have complex issues as with children and therefore it 
would be expected that social policies should be just as focused towards older people and their 
needs as is already the case for children.
Health policies have addressed this group through prevention, for example, by giving flu 
immunisations to those over 65 years. From this age onwards, they are the most vulnerable to ill 
health due to their increasing age. Through this type of prevention, the Department o f Health 
believe that there are benefits in life expectancy as well as reductions in complications and 
hospital admissions (Department of Health, 2000b). This will consequently relieve other pressure 
areas within the NHS such as availability of beds. With these recent prevention policies, such as 
Our Healthier Nation and the flu immunisation programme, the benefits will not be seen for 
approximately another ten years. Additionally, the government has taken a stance on trying to
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reduce cancer death rates as well as a reduction in heart disease and related diseases for those 
under 75 years (Secretary of State for Health, 1999).
Table 7.4: Health and Social Policies addressing Adults between 65 and 75years
AGE SOCIAL POLICY HEALTH POLICY
65 NHS Breast Screening Programme:
Women aged 65 and over are offered free three yearly 
screening on request. Pilot studies are being undertaken 
to see the feasibility & cost effectiveness o f  routinely 
screening women aged 65 -  69.
National Service Framework for Mental Health:
Published in September 1999, it covers the mental health 
needs o f  working age adults up to 65 years.
Flu Immunisation Policy (2000):
Flu vaccine is offered to people over 65 years. As well as 
people o f  all ages with underlying conditions that puts 
them at higher risk to serious illness from the flu.
6 6 -6 9
70 NHS Breast Screening Programme:
If pilot studies are successful for the group between 65 
and 69 years then the programme to routinely screen 
women will be extended to aged 65 -  70 by the end o f  
2004.
7 1 -7 4
75 White Paper Saving Lives: Our Healthier Nation:
This is an action plan to tackle poor health. The 
Government have set targets to address the key killers in 
the country by 2010. These include:
CANCER: to reduce the death rate in people under 75 
CORONARY HEART DISEASE & STROKE: to reduce 
the death rate in people under 75.
National Service Framework for Coronary Heart Disease 
(March 2000):
Sets national standards o f  care for preventing and treating 
CHD. Recommends services models enabling the 
delivery o f  the standards set. Indicators and clinical audit 
criteria are suggested in the assessment o f  the quality o f  
prevention treatment.
However, cancer diseases such as breast cancer which affect mainly those women of older age i.e. 
50 years and over should have screening programmes in place for early detection. Currently, the 
government has in place pilots for screening those between 65 and 69 years (Institute of Cancer 
Research, 2004). If  this is to succeed than the policy on breast screening will address this age 
group.
Health and social care organisations and professionals working together to meet the needs o f older 
people in this group will experience a different direction from policy in comparison to meeting 
the needs of children. As the continuum shows, there is a focus upon children related social
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policies which assist to trigger where care may be needed and act almost like a mission statement 
as to what the role of social care and its professionals are supposed to do. Having social policies 
so focussed upon a client group in such a way defines the role of an organisation involved in the 
care and will help other organisations also involved in the care to work more in harmony with 
them when required. This boundary is made clear with such policies in place for children.
If this was to be more apparent for all older people as opposed to just the older person who fall 
within the definition of a vulnerable person, this would contribute towards partnership working 
further; organisations and professionals would be more aware of where the responsibility of care 
lies. Even though the definition of a vulnerable person is provided under the Care Standards Act 
2000 and local authorities are to provide care and support, it is still too vague in comparison to 
children, whereby local authorities are legally bound or have a statutory duty to safeguard the 
welfare of children. Older people have as many complex needs as children which require 
attention from a variety of organisations and professionals, and this group should have the 
responsibility of care statutorily implied to either local authorities or the health service. This 
would improve partnership working within older people services.
Even though the government want to provide an integrated service to meet the needs of an 
individual (Secretary of State for Health, 1997), at some point one particular organisation should 
be responsible for the care, as is the case for the care of children.
1.23,2 Older people aged 75 years and over
Table 7.5: Health and Social Policies addressing Adults over the age o f 75
AGE SOCIAL POLICY HEALTH POLICY
76 onwards ----- ---
Health and social policies for those of 75 years and over are minimal at best. This age group 
especially are in need of a number of health and social care services and as the life span shows 
there are very few policies addressing this age range.
Again social policies address some of the needs of those this age range who fall within the 
vulnerable group definition, but this may lead to some individuals falling through the gap. In 
other words, if an older person is living independently enough but may need some support, the 
criteria that this individual would have to satisfy in order to receive care may mean that they do 
not receive help because the criteria says that that they are too independent.
Health policies amongst this range are almost non-existent. However, there are preparations for 
the government to bring in a National Service Framework for Older People, but currently this is 
not in place. Therefore, health policies are very much lacking within this area especially in terms
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of faying to improve and maintain an older person’s health within this group. The proposed NSF 
for older people also makes a stance in policy making by referring to both health and social care 
organisations and how they are to work together in order to meet the needs of older people 
(Department o f Health, 200la).
Here, there is a lack of health and social care policies to address the needs of this age range 
especially as age increases and they become more dependent upon the system to the extent that 
they may need the same amount of care as that of children under the age of 5.
With the lack of health and social policies relating to those from 75 years onwards, organisations 
and professionals will suffer from confusion since the direction from policy is lacking in this area. 
As with the previous age group of 65 to 75 years, without a particular organisation taking 
responsibility for the care of an individual or group, there would be exposure to partnership 
working issues, as a result of which this age group (as well as the previous age group) have 
already suffered in the form of -  ‘delayed discharges’ from acute hospitals into the community, 
where some of the contributory factors have been organisational and administrative (Victor, 
Healy, Thomas and Seargeant, 2000).
7.3 Health Policies for the Lifespan
Health policies within the continuum have addressed mainly medically orientated issues. 
However, recent policies in place have addressed lifestyle issues that can affect the health of an 
individual, such as the ‘Active for Life’ policy that encourages people to become more active in 
order to have better health, and the more recent White Paper, ‘Saving Lives: Our Healthier 
Nation’, which sets out the proposal of saving lives, promoting healthier living and reducing 
inequalities in health (Secretary o f State for Health, 1999).
It can be seen from the continuum that the older an individual becomes, their exposure to illnesses 
increases.
In analysing the continuum it can be seen that polices have been addressed through three main 
aspects: prevention; diagnosis and disease management (includes treatment). With the policies 
following these main aspects, it is clear that the aim of the NHS act of ‘prevention, diagnosis and 
treatment of illness’ (Levitt & Wall, 1984) is still prevalent in today’s policies. This approach 
also directs the organisations and professionals, predominantly the NHS and their employees.
7.3.1 Three Aspects of the Life span: Prevention, Diagnosis & Treatment
Health policies have addressed the lifespan in three main forms:
• Prevention measures to maintain or increase a healthier lifestyle
• Diagnosis of certain illnesses
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• Disease and illness management
It is noticeable that the current policies in place reflect prevention, diagnosis and treatment -  these 
being the aims of the National Health Service ( Levitt & Wall, 1984; HMSO, 1946) -  therefore 
continuing to fulfil the aim of the NHS Act of 1946 and the principles underlying it (Secretary of 
State for Health, 2000).
From the beginning of the lifespan, the conception of a child through to the grave, policies have 
appeared in these three forms, for example, from provision relating to human embryos and 
screening of pregnant women to breast screening of women in their 60s and the recent 
introduction of National Service Frameworks for Coronary Heart Disease. However, the recent 
policies do not address all of those over the age of 75 years, where policies are lacking, especially 
concerning the complex needs of adults from this age. The government is in the process of 
introducing another policy document that addresses those over 75 years, in the form of a National 
Service Framework for Older People.
7.3.1.1 Prevention
Policies have addressed prevention in two forms. Firstly, prevention of illness has occurred 
through the promotion of better health in a number of stages throughout the life span. Secondly, 
prevention through specific disease management in policy documents such as the National 
Service frameworks.
7.3.1.1.1 Prevention of Illness through Promoting Better Health
Recently, health policies have been introduced to encourage people to lead a more active life. 
‘Active for Life’ is a policy that has been commissioned by the Department of Health in 1996, 
which encourages people at all ages to lead a more active life as much as possible. There has 
been special emphasis at certain points throughout the lifespan where the Department o f Health 
have felt it important to re-implement an active life.
Other prevention methods that health policies have introduced are preventing illnesses occurring 
through immunisations for children through to older age such as the flu immunisation. Health 
polices have also addressed the issue of taking up bad habits such as smoking through the 
introduction of the ‘smoking kills’ paper in order to reduce and prevent smoking related illness. 
Such preventions are mainly health policy driven.
One of the most recent policies addressing prevention was introduced by the government in 1999 
-  the White Paper, Saving Lives: Our Healthier Nation (Secretary of State for Health, 1999). This 
policy is an action plan to tackle poor health, with the aims of:
• Improving the health of everyone
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• And the health of the worst off in particular.
In the plan, the government refer to ‘good health’ as being fundamental to everyone’s lives, but 
too many people:
• are ill for much of their lives
• die too young from preventable illness.
In the plan the government speak of and focus upon the ‘main killers’:
• cancer
• coronary heart disease and stroke
• accidents
• mental illness.
Even though the White Paper was heavily disease orientated, it contained information on 
promotion of health through healthier eating and fitter ways of living.
7.3.1.1.2 Prevention through specific disease management
There are three main policy documents that highlighted the approach to the prevention and 
reduction of specific diseases. Firstly, the Green Paper ‘Our Healthier Nation: A Contract for 
Health’ sets out the proposed 'Contract for health' as a partnership between the Government, local 
organisations and individuals (Secretary of State for Health, 1998b). The aim is to improve 
people's living conditions and health. The need to reduce the widening inequalities in health is one 
of the priorities of this policy. Preventing avoidable illness will allow concentration of resources 
on other health conditions. Improvement in factors which effect health are targeted, these include 
individual life style, social and economic aspects, the environment and access to services. The 
Government aims to improve the health of the population in terms of lifespan and years free of 
disease, and to improve the health of the worst off in society thereby reducing the health gap.
Following This document, the White Paper Smoking Kills (Secretary of State for Health, 1998c) 
followed which announced the government's concerted plan of action to stop people smoking. It 
sets out policies for addressing the major cause of stroke and coronary heart disease.
Finally, the ‘White Paper Saving Lives: Our Healthier Nation’ which addresses the diseases 
specifically sets out how the government proposes to save lives, promote healthier living and 
reduce inequality in health (Secretary of State for Health, 1999). The paper focuses upon cancer, 
coronary heart disease and stroke, accidents, mental illness and the paper has set targets for the 
reduction in numbers for these areas. Finally, the policy documents relating to specific diseases 
i.e. the National Service Framework (NSF) for Coronary Heart Disease and the NSF for mental
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health relate to all aspects such as prevention, diagnosis and treatment that contribute to the 
management of the illness (Chapter 3).
All of these documents cover those below the age of 75 years.
The prevention measures that have been addressed through the policies show that the dominant 
influence on professional and public conceptualisations of ‘health’ and the role of the NHS 
remains that of ‘health restored’ rather than that of ‘health preserved’ (Wistow, 2000). Public 
policy and private expectations have been rooted in the notion that individuals are ill and need to 
be made healthy, when as Dubos (1960) argued, the opposite is nearer the truth (Wistow, 2000):
We are healthy but become ill
This is supported in Chapter 2 and Jones (1994) links this to the medical approach of health. 
Additionally, other policy documents that have been introduced by the government, namely the 
NHS Plan (Secretary of State for Health, 2000), which demonstrates that the government’s 
concept o f prevention is rooted in the medical model, which had been historically dominant in the 
NHS and Department of Health (Wistow, 2000). One of the government’s policy documents -  
‘Saving Lives: Our Healthier Nation’ (Secretary of State for Health, 1999) is a disease-led 
document despite its acknowledgement that other factors such as poverty affect the health o f an 
individual. However, this demonstrates that the government is moving more towards McKeown’s 
model of health (Chapter 2, section 2.1.4) whereby factors such as social and environmental play 
a part in the health of individuals. Despite this, the impact upon the role of health care 
professionals and the NHS is still medically focussed and provides little flexibility in recognising 
that health is not only about disease but more in line with the WHO (1974) definition of health 
(chapter 2 section 2.1), whereby health encompasses a variety of dimensions.
The implications of this are that health care professionals and the NHS may find it difficult to 
recognise why partnership working is needed between themselves and other professionals and 
organisations when meeting the individuals’ needs, especially complex needs requiring a number 
of services. Another possibility is that the NHS and its professionals are aware that other factors 
contribute to the health of an individual but the policies do not provide the manoeuvrability to 
work with social care organisations and professionals in addressing the needs of individuals. 
Partnership working and collaboration will improve further if health and social care professionals 
recognise why they need to work together instead of being made to by the government through 
statutory instruments (Chapter 3) without any real thought behind the reason, and if government 
continue to recognise that health is not only buried within the medical model.
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7.3.1.2 Diagnosis
All the policies relating to diagnoses have been implemented at stages within the continuum 
where medical evidence has shown that diagnosis procedures should be taking place i.e. screening 
programmes.
The screening programmes that are in place within the life span are:
• Cervical screening
• Diabetes screening
• Colorectoral cancer screening (pilot)
• Breast screening
All of these screening programmes are from the age of 20 years through to 64 years. However, 
there is an ongoing pilot study to see whether it is cost effective to run the breast-screening 
programme up to 69 years (The Institute of Cancer Research, 2004). Evidence has shown that 
those over 50 years are more likely to get breast cancer (NHS Cancer Screening, 2004), and 
therefore screening is needed for this age group and over. Therefore, if the Department of Health 
can introduce policies at a young age to detect illnesses then it should be applicable throughout 
life and therefore should be applicable for older people since they tend to have more ailments. 
This also shows that from the age of 20 years a child has fully developed into an adult and 
therefore becomes exposed to adult illnesses.
Diagnosis has also been addressed through the recent policy documents addressing particular 
diseases such as the NSF for coronary heart disease.
7.3.1.3 Disease Management
The government set out in the NHS Plan to tackle major illnesses that affected the country the 
most (Secretary of State for Health, 1999, 2000). A set of National Service Frameworks (NSFs) 
have and will be developed to tackle these problem areas, where national standards o f care are to 
be set (Chapter 3). The Department of Health’s aim has been to roll out the NSFs on a yearly 
basis from April 1998 (Chapter 3).
As the lifespan continuum shows, the NSFs which have been introduced up to date (February 
2001) are for mental health and coronary heart disease. Both focus upon those 65 years and 
under. Mental health covers those under the age of 65 years. The NSF for mental health is a 
health policy driven document but the difference between this NSF and the ones that have been 
introduced so far, is that it requires the services of social care organisations and professionals. 
This document sets a precedent whereby instead of having health and social policies as separate 
entities it has demonstrated ‘joined-up’ policy making involving both areas. However, whether
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this document should be health policy driven and leaving social care policies to be under the 
umbrella of health policies is of concern.
Coronary heart disease also covers those under the age of 65 years.
7.4 Social Policies for the Lifespan
Social policies within the lifespan show that the policies and legislation, which address the 
different ages, place statutory duties upon the local authorities. Therefore, social policies relating 
to an individual’s needs address where the safeguarding of the welfare of an individual lies, unlike 
the health policies in place which do not explicitly state whether there are any statutory 
obligations facing the NHS as to safeguarding the welfare of an individual.
This immediately highlights that the onus is upon the local authority and its professionals. The 
client group in question is children only, where the policy is clear in stating that local authorities 
have the statutory duty to ‘safeguard the welfare of children’. This duty contributes to the role of 
local authority professionals, namely the social workers, whose fundamental guidance in their role 
is to safeguard the welfare of children. This heavy focus upon children as a client group has been 
a key feature and integral part of the development of personal social services since the 1940s 
(Chapter 2, section 2.5.1).
Children are the only client group where a statutory duty has been placed upon an organisation 
and its professionals. Other client groups, such as older people, have not received such focus, 
which in turn will affect the role of organisations and professionals since there is not clarity as to 
what their fundamental aim should be in meeting older people’s needs. Historically, client groups 
such as older people and those with learning disabilities have had less focus than children 
(Chapter 2, section 2.5.1). Even though it can be argued that either health or social care or both 
should have.explicit responsibility for certain client groups, both health and social care together 
should be given joint responsibility, thus providing a shared vision in order for the needs to be 
met appropriately.
Having a shared vision is vital to aid partnership working, and the authors such as Hudson et al 
(1997) and Hardy et al (2000) emphasis this in Chapter 4. The Audit Commission report on 
whole systems working has also emphasised this (Chapter 4, section 4.4.1.2.5). Therefore, 
despite the statutory duty in place for children within social care, health care does not share this 
duty which leads to implications for partnership working since there is the lack of a shared aim or 
vision.
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In comparison to health policies which address the medical requirements of the age groups 
without any statutory implications, social policies address the organisational and administrative 
aspects concerned with meeting the needs of the ages.
Throughout the lifespan, the continuum demonstrates that social policies influence the majority of 
care towards individuals. Social care contains the most important aspect of care which is helping 
an individual to live as independent a life as possible. In the policy document, ‘Modernising 
Social Services’, the government states that the guiding principle of adult social services should 
be (Secretary of State for Health, 1998a);
...that they provide the support needed by someone to make most use o f their own capacity 
and potential. ’
However, the social policies do not reflect this and should be more focussed and detailed to show 
the extent of the involvement of social care. The issues of partnership working may be improved 
further if  there is increased realisation of the extent of social care organisations, i.e. local 
authorities, and their professionals in the involvement of care.
The continuum shows that social policies do not meet the needs of an individual’s lifespan but 
instead focus upon client groups. Client groups being:
• Children
• Disabled children
• Provision o f psychiatric services such as community accommodation
• Vulnerable adults
However, before examining the continuum in relation to the client groups, the continuum should 
be analysed in the same way as health i.e. from 0 years onwards. On the continuum it shows that 
all social policies focus around individuals between the ages of 0 to 21 years. Individuals above 
21 years and onwards have been addressed through client groups.
7.4.1 Children and Young Adults (0 to 21 years)
The continuum shows that legislation mainly covers this age range, specifically the Childrens Act 
1989 and other updated supplements such as the Childrens Act 1995 -  1999. This places a legal 
duty upon the local authorities to ensure the safety and well being of children. Additionally, the 
Care Standards Act 2000 also places a statutory duty upon the local authorities to provide care 
and accommodation for those in need. (It must be noted that other client groups are also included 
under this act, but this will be addressed later on in the chapter.)
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Other policies have been put in place whereby the local authorities have to address the family as a 
unit, in other words assuring that there is support for families with children such as bringing 
together services e.g. health care, child care, and early education.
7.4.2 Adults 21 Years and Over
The social policies in place from 21 years and over are very limited and mainly legislative. The
legislation does not address a person at any age in particular. Instead it addresses people over this
age in client groups such as vulnerable adults.
7.4.3 Provision of Psychiatric Services and Vulnerable Adults
Legislation again mainly covers the organisational, administrative and logistical aspects of care of 
those within this group. One of the main legislations to govern this area in particular is the Care 
Standards Act 2000, which refers mainly to the provision of appropriate accommodation such as 
accommodation with nursing or personal care for an individual who has been ill (including mental 
disorder), disabled or infirm, or a past or present tendency for substance misuse. The Act gives 
three main groups in which individuals in this area can fall into -  accommodation; personal care 
at home; services in a health care setting.
7.5 The Lifespan as a Whole Versus Client Group Structure
The variation in the approaches of health and social policies towards the individual immediately 
sets apart the way in which the health and social care organisations and professionals function in 
meeting the needs of the individual. Chapter 2 shows that this variation stems from the historical 
background and developments of health and social care provision, especially the beginning of 
both health and social care provision in the 1940s. The aim of the health service, as explicitly 
stated in the NHS Act 1946, is to ‘prevent, diagnose and treat patients’ (Chapter 2, section 2.5.2), 
which follows an individual through their lifetime and has been shown to be prevalent in the 
current assortment of health policies. Social care on the other hand has displayed a more complex 
background to its development through history, and has developed a client group focus (see 
Chapter 2).
The difference in the approaches to the policies of health and social care towards an individual’s 
life will impact upon the organisations’ and professionals’ roles and responsibilities towards an 
individual. Complexity will occur when the services of both health and social care are needed and 
the policies from both sides are not complementary in order to allow for health and social 
organisations and professionals to work together in harmony to meet an individual’s needs. 
Currently, the structure of the health policies implies that health care professionals and 
organisations do not address individuals in a client group structure, but instead in a more 
continuous route through the continuum; following prevention, diagnosis and treatment. The
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current social policies imply that social care professionals and organisations, namely local 
authority social services departments, will only address an individual’s needs if they fall into a 
client group. Therefore, even though the government wants the services to be centred around the 
individual or patient, the way in which health and social care organisations view the individual is 
different, thus presenting immediate conflict instead of promoting partnership between the two. 
Additionally, there are gaps in which individuals can fall through, especially with the structure of 
social policies, where if an individual does not fulfil the criteria of a client group, then there is a 
possibility that an individual may not have their needs met.
Having such different approaches in addressing needs immediately highlights issues for 
partnership working and collaboration. Therefore, health and social care organisations and 
professionals are not ‘singing from the same song sheet’, in other words there is not a shared 
vision. Having such a shared vision is noted as being one of the ways of overcoming 
collaboration issues (see Chapter 4). Therefore, for collaboration and partnership working to 
occur between the organisations and professionals, there must be a shared vision and that vision 
will come from the health and social policies in place.
Hudson et al (1997) stated the barriers to collaboration (see Chapter 4); the different approaches 
to policy making for health and social care have filtered into creating and maintaining the barriers 
to collaboration which are set out in Chapter 4, box 4.0. Firstly, the structure of the NHS and 
social services matches the way in which the health and social policies address the individual’s 
needs; that is the NHS’s structure surrounds the aim of ‘preventing, diagnosing and treating 
patients,’ i.e. addressing the needs of patients of all ages, whilst local authority social services is 
structured around the client group or problem (see Chapters 2 and 3; Webb and Wistow, 1987). 
The different style of structures increases the amount of bureaucracy that professionals have to 
work with, and professionals must be aware of the differences between the two organisations so 
that they are well equipped to meet the needs of individuals. There are also financial and 
procedural barriers that affect collaboration (see Chapter 4), which the differences in policy 
making will further aggravate. These differences will create funding and resource issues. Thus as 
shown, the affects of such a difference between the current state of health and policies creates 
difficulties for collaboration and its processes (see Chapter 4, figure 4.0).
Currently the way in which health and social policies are developed does not promote any 
integration between the two in addressing needs, which is demonstrated in the continuum with 
health and social policies being isolated and the possibility of this isolation being reflected in the 
practice of health and social care professionals and organisations. With the introduction of the 
National Service Frameworks for client groups such as older people, it is a step in the right 
direction of creating an explicit policy document of both health and social policies that are
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complementary and will help the organisations and professionals with the common purpose of 
meeting the needs of an individual. However, these NSFs are only segments of the whole issue of 
the way health and social policies address an individual’s needs. The whole of health and social 
policy making has to be more complementary in order for partnership working and collaboration 
to occur, therefore addressing the individual’s needs.
7.6 Health and Social Policies Addressing Particular Groups
Table 7.6: Health and Social Policies addressing Groups
GROUPS SOCIAL POLICY HEALTH POLICY
Disabled
children
Care Standards Act 2000 (c. 14) s. 1 :
Covers homes for disabled children.
Carer and Disabled Children Act 2000 (c. 16);
The Act makes provisions for carers needs and 
services to help carers; the making o f  payments to 
carers and disabled children aged 16 or 17.
Carers Carer and Disabled Children Act 2000:
Carers look after those who are in need o f  additional 
care, assistance or support because o f  long term 
illness or problems associated with disability. This 
Act enables local authorities to offer carers support. 
This Act makes changes to Carers (Recognition and 
Services) Act 1995 such as -
•  Local authorities will have the power to supply 
certain services, which help the carer care for 
the person in need.
•  Empowers local authorities to make direct 
payments to carers (inc 16 & 17 year olds) for 
the services that meet their own assessed needs 
as well as for those with parental responsibility 
for disabled children..
Sexual Health AIDS (Control) Act 1987 (c.33):
Provision in relation to Acquired Immune Deficiency  
Syndrome and Human Immunodeficiency Virus.
Vulnerable
Adults
Care Standards Act 2000 (c .l4 ) s. 80:
Defines vulnerable adults -  three groups o f  adults 
are identified:
•  those receiving accommodation and nursing or 
personal care in a care home;
•  those receiving personal care in their own 
home through a domiciliary care agency; and
•  those receiving certain services in healthcare 
settings, including private, voluntary and NHS 
establishments.
Care Standards Act 2000 (c. 14) s.3:
S.3 covers Care Homes -  this applies to any home 
that provides accommodation with nursing or 
personal care for any person who is or has been ill
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(inc. mental disorder), disabled or inform, or has a 
past or present dependence on alcohol or drugs. The 
definition includes residential care homes and 
nursing homes as defined in the Registered Homes 
Act 1984. S.3 excludes NHS hospitals, private
hospitals and clinics.
‘Personal care’ in the context o f  care homes 
includes assistance with bodily functions where 
such assistance is required.
Pregnant
Women
Smoking Kills -  A  White Paper on Tobacco:
Published in 1998 and entails the government’s package 
o f  anti-smoking measures. One o f  the aims is to reduce 
the number o f women who smoke during pregnancy from 
23% to 15% by the year 2010 with a fall to 18% by 2005. 
UK National Screening Committee: Antenatal Screening: 
This is done to detect conditions that are present either in 
mother or baby that may have an adverse effect on the 
health o f  either. This could be treatable during the 
antenatal period or not as the case maybe.
Cancer The NHS Cancer Plan (Sept. 2000):
This plan provides a comprehensive strategy to bring 
together prevention, screening, diagnosis, treatment and 
care for cancer.
Smoking Kills -  A  White Paper on Tobacco:
Published in 1998. This White Paper is a package o f  
measure to reduce the 120,000 deaths presently caused by 
smoking every year.
Coronary Heart 
Disease
National Service Framework for Coronary Heart Disease 
(March 2000):
The NSF sets standards for the prevention, diagnosis and 
treatment o f  CHD, describes service models and how  
progress is monitored. It introduces a ten year 
programme to reduce premature deaths from CHD and 
promote faster aecess to high quality serviees.
Mental Health National Service Framework for Mental Health 
(September 1999):
This NSF:
•  sets national standards and defines service models 
for promoting mental health and treating mental 
illness
•  puts in place programmes to support local delivery
•  establishes milestones and performance indicators 
which progress will be measured against.
It covers health promotion, assessment and diagnosis, 
treatment, rehabilitation and care, and encompasses 
primary and specialist care and the roles o f  partner 
agencies.
Reforming the Mental Health Act 1983 (December 2000): 
The aim o f  this new legal framework is to update the 
1983 Mental Health Act that was based on a review o f  
mental health legislation which took place in the 1950s.
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Therefore, this White Paper sets out legal framework for 
when and how care and treatment should be provided 
without the consent o f  a person with a mental disorder in 
their interests or in the interests o f  public safety. 
Additionally it also sets out how laws and services will be 
strengthened to safeguard the public against those who 
pose the greatest risk.
7.6.1 Disabled Children
Table 7.6 shows only the types of social policies addressing the needs of disabled children. The 
Care Standards Act 2000 addresses the accommodation aspect for disabled children whilst the 
Carer and Disabled Children Act 2000 covers the financial aspects for disabled children aged to 
16 and 17 years. There are no health policies in place addressing this client group.
7.6.2 Carers
Table 7.6 shows the only social policies covering this group are the Carer and Disabled Children 
Act 2000 and the Carers (Recognition and Services) Act 1995. These two Acts support the carer 
and assist the carer to care for the individual. There are no health policies addressing this 
particular client group.
7.6.3 Sexual Health
Table 7.6 shows the only health policy in place is the AIDS (Control) Act 1987 which makes 
provision in relation to this disease. There are no social policies relating to this group of people.
7.6.4 Vulnerable Adults
Table 7.6 shows there are only social polices covering this area. The main Act covering this area 
is the Care Standards Act 2000 which defines what a vulnerable adult is and categorises clients 
into three groups. Also the Act covers the accommodation needed for a vulnerable adult and the 
type of care needed such as nursing or personal care. Therefore, it is any adult who is ill or has 
been ill including any mental disorder, disability or infirmity, or has had any current or past 
dependencies. Hence, older people who are in need of care in their own home or within a care 
home fall under this Act.
7.6.5 Pregnant Women
Table 7.6 shows there are only two health policies addressing this group. The first policy 
surrounds the risk of smoking to pregnant women and their babies and the need for reducing the 
number of pregnant women smoking.
The second health policy surrounds antenatal screening. This screening is performed to detect 
any condition that can affect a mother and baby.
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7.6.6 Cancer
Table 7.6 shows recent government policy covering this client group. The two main health 
policies in place are The NHS Cancer Plan (2000) and the Smoking Kills White Paper (1998). 
These policies are recent government forces in tackling the major killers of Britain. The policies 
set out plans for prevention, diagnosis, treatment and care for cancer, and also focus upon 
reducing the number of deaths related to smoking.
7.6.7 Coronary Heart Disease
Table 7.6 shows the only health policy in place for this client group is the National Service 
Framework for Coronary Heart Disease (2000). This also looks at prevention, diagnosis and care 
o f this client group with the aim of reducing the number of suffers over ten years.
7.6.8 Mental Health
There are health polices in place for dealing with such a client group. Table 7.6 shows the two 
main governing polices are the Mental Health Act 1983 reformed in December 2000 and the 
National Service Framework for Mental Health (1999).
Both of these set standards and legal frameworks of how to care and treat this client group. This 
is the only client group apart from children that has a legal framework in place which sets the 
criteria for caring and treating.
7.7 Conclusion
The life continuum has shown that health and social policies addressing an individual’s needs at 
any stage in their lives have implications for the organisations and professionals providing care. 
These policies give direction to the organisations and professionals as to their role in caring for 
individuals.
It has been shown that there is a lot of focus around children’s needs from both health and social 
policies, whereas for the working age population onwards and especially older people, the focus is 
to a lesser degree. The policies addressing older people have been quite sporadic considering this 
group’s needs are as complex as those of children. This has further implications in the care of 
older people and the direction and role which organisations and professionals have. This 
vagueness in policies will also have implications for partnership working between health and 
social care since roles will be blurred and less defined. In comparison to policies addressing 
children’s needs, there has not been any statutory requirements upon health organisations nor 
social care organisations specifically regarding the welfare and care for older people.
In the following chapter, partnership working will be explored in more detail with the input of 
both health and social care professionals.
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Chapter Eight
Research Findings 2: Interviews with Key Professionals in 
Health and Social Care
8.0 Introduction
In the previous chapter, the life continuum demonstrated that the health and social policies in 
place to address the needs of an individual at any stage in their lives have implications for health 
and social care organisations, professionals and finally partnership working.
This chapter will explicitly look at partnership working between health and social care 
professionals and the organisations to assess the current status of partnership working, and what 
those interviewed can share in their knowledge and experience of partnership working.
Table 8.0 displays the background to the participants interviewed in order to obtain a ‘picture’ of 
their background and experience.
Table 8.0: Participants background information
Participants Job Title Sex Career background
Director of mental 
health and specialist 
services
Male Variety of management positions in specialist 
mental health and learning disability services
i
Director of mental health and specialist services
B Director of 
operations at a 
community hospital
Female Qualified as nurse 
Community ^ased nurse 
Training manager to trust
ionat diiOperat l rector
Director of social 
services
Female Social worker in hospital
i
Manager of adult placement team in social 
services dept
i
Lecturer in social policy for a university
i
Manager of multidisciplinary team for learning 
disabüity
Head of adults in community care
i
Head of commissioning and deputy director
i
Acting director of social services
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8.1 Approaches to Analysis
Miles and Huberman (1994) strongly suggest early analysis. It is very useful during the data 
collection period because it allows the researcher to go back and forth between the existing data 
and instigating further data collection. Miles and Huberman (1994) also suggest that early 
analysis for studies that have one round of data collection can be very helpful.
In this research, a case and cross case analysis will be carried out. For the analysis a combination 
of the first two steps of sequential analysis and Fischer and Wertz’ (1975) method were used. The 
first part of Fischer and Wertz’ method was adapted for the research -  doing an individual case 
synopsis of each case. Miles and Huberman (1994) explain that Fischer and Wertz’ method 
seemed to look for key words, themes and sequences to find the more characteristic accounts, and 
this analysis has had the same approach. This approach helps to keep the connections between the 
different parts that explain the before and after of a particular theme.
8.2 The Meaning of Partnership Working
Table 8.1 shows the themes from the explanations of the meaning of partnership working from 
each of the participants. The explanations that are given show different dimensions to partnership 
working. However, there is a similar response that each of the participants give as an aspect of 
the meaning, and that is the bringing together o f  people to deliver care. Therefore the participants 
display a basic awareness of what partnership working means and its purpose.
Each of the participants also brings a different angle to its meaning. For example, participant A 
raises a number of aspects in the meaning of partnership working such as the awareness that an 
individual or one organisation alone is not able to provide care to meet all the needs of a person, 
which further implies the ‘bringing together of people to deliver care’ as well as the 
acknowledgement that others are needed in the care of people.
Participant B views partnership working on two levels and in a simplistic manner in comparison 
to A. Table 8.1 shows that participant B sees partnership working as either formal or informal. 
The literature does show that partnership working can occur at these two levels (Chapter 4).
Table 8.1: The meaning of partnership working
Participant Title Themes / Aspect
A Director of Mental Bringing together groups of organisations, teams, individuals to
Health & develop and deliver for the users.
Specialist Services ^  Awareness of a single organisation / individual not being able to 
provide solely for all the needs of a person.
Retaining their [orgns] identity and powers of decision making.
^  Independent decision to engage in partnership or withdraw from 
_____________________________________ i t______________________________________________________
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B Director of 'C Develop relationships with other people to look for common
Operations in a solutions to either improve care or to help to address the gaps
Community within care.
Hospital ^  Two levels of partnership.
Formal partnership where agencies agree a formal way of 
working.
Informal partnership is where there is acceptance from an 
organisation that partnership needs to be forged for the process 
of working together to occur.
C Acting Director of Doing something together to make a difference for the users and
Social Services carers.
^  Having to be real.
'C Real agreements that you are going to do something different.
Have to have robust discussions.
^  Real partnerships come out of testing times.
^  Getting to the bottom of what the aims are, what the outcomes 
are, how to get there and project planning in order to do so.
Participant C demonstrates that there has to be a sense of realness in partnership working and this 
is brought up in most of the aspects of the explanation. This concept is raised because partnership 
working is a complex process that requires a lot of effort and must occur at all levels of a process.
These findings have shown a basic awareness of partnerships implying working together, which is 
supported by Leathard (1990) (Chapter 4, section 4.3). The term partnership has become used for 
a wider range of concepts (Banks 2002) but most commonly the term collaboration has been used 
in conjunction with partnership (chapter 4 section 4.3 & 4.4).
However, the research does show that each of the participants’ backgrounds reflect their 
interpretation of partnership. For instance, participant A has a mental health background, which 
requires the input of both health and social care. Therefore, there has had to be recognition that 
other organisations and professionals are needed to meet the complex needs of an individual with 
a mental health problem. Alternatively participant B, who primarily functions in a hospital setting 
where primary responsibility falls with frontline staff, views partnership in two forms, informal 
and formal partnerships, which is supported by Banks (2002) who shares this view. This 
demonstrates that partnership should not only occur at strategic level but also in practice with the 
organisations as a whole moving forward to working together. Participant C, whose background 
is predominantly social care with a variety of high positioned jobs, has always been involved in 
joint working situations, thus views that partnerships have to be ‘real’ with real commitment, 
suggesting that there has been situations encountered where partnerships have been in place but 
has not been taken forward actively. For partnerships to be taken actively forward there has to be 
collaboration (Chapter 4).
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All of these participants have an influence upon the professionals who work with them and 
therefore their thoughts, methods and concerns on partnership will be passed on to their staff. 
Therefore, it is positive to see that all of the participants are aware that partnerships need to be:
❖ developed to have an impact upon the health of an individual;
❖ real for it to have an impact;
❖ recognised that an individual agency alone cannot meet the needs of a person.
This supports the findings that the participants are aware of what amounts to a ‘meaningful 
partnership’ (Chapter 4, section 4.1). However, they can still increase their level of awareness of 
meaningful partnership with the other aspects that Chambers (1999) mentions as amounting to a 
meaning partnership. Chambers (1999) believes that a partnership is pointless unless it is a 
meaningful partnership between professionals and organisations. Although the results obtained 
are only in relation to one set of health and social care professionals, it is still an insight into their 
thoughts, which have implications for the roles of professionals and how their staff take forward 
the partnership agenda (Chapter 5).
8.2.1 Meaning of Integration
Table 8.2 overleaf shows that all the participants believe that integration is something more than 
partnership. Participant B ’s explanation of integration is:
...something more formal than informal
This suggestion underlies the other participants’ explanations of management being integrated.
All the participants explain integration through a single manager managing a range of disciplines 
within a team. This is labelled as ‘an integrated service’ by participant C. Additionally this 
participant also gives an explanation of what an integrated organisation is and the difference 
between both the integrated service and organisation. Benefits to having integration were also 
mentioned such as avoiding users being assessed several times. The difficulties and dangers were 
expressed which covered professional cultures and the equality of professionals within an 
integrated service which must exist.
Table 8.2: The meaning of integration
Participant Title Themes / Aspect
A Director of Mental Beyond partnership.
Health & 'C All staff managed within the same team whoever their employer 
Specialist Services is.
Single manager either health or social services employed for a 
team.
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B Director of ^  Something more formal than informal.
Operations in a Overall manager of different disciplines.
Community
Hospital
C Acting Director of ^  Either integrated service or integration in terms of organisation.
Social Services 'C Integrated service means it is one service which has a single
manager which can be staffed by a whole range of people with 
different disciplines in order to offer a one stop shop whole 
system service.
Avoids people being assessed several times.
^  Allows a care plan where all professionals can contribute 
towards.
^  Difficult to do because of bringing together all the professional 
cultures.
^  An integrated organisation brings together health and social 
care into one organisation which then delivers a range of 
services.
^  An integrated organisation has all aspects of management 
integrated.
^  An integrated service could be delivered locally.
An integrated service also puts the budgets together.
Unless professionals all think and believe there is an equal 
distribution in the contribution they make, there is not really 
__________________________________ going to be an integrated service_________________________
Table 8.2 shows integration was interpreted as occurring at a service level or organisational level. 
Some of these aspects mentioned in Chapter 8 are being put into practice by the government such 
as integration avoiding clients being assessed several times. The government, since February 
2002, has been implementing a Single Assessment Process (SAP) (Department of Health, 2002b) 
with older people in mind. The aim is to avoid an individual being assessed several times and 
reduce the timing of the assessment process, thus reducing delayed discharge since one of the 
causes is pending assessment of patients. However, there are interprofessional issues such as 
professionals Tetting go’ of patient information which is a form of power to the professional 
(Chapter 4, section 4.4.1.2.3).
At an organisational level, integration is occurring by the government introducing Care Trusts 
(Chapter 3). There has been a mixed response to the introduction of care trusts (Audit 
Commission, 2002). Some academics have been sceptical about the effectiveness o f structural 
solutions to complex problems that have their roots in cultural or professional difference (Hudson, 
2002a), which supports the results in Chapter 8, table 8.1. Banks (2002) also believes there is the 
danger of the threat of a ‘shot-gun marriage’, rather than adopting more sustainable joint working 
relationships and locally tuned approaches to partnership working. However, the Audit 
Commission (2002) research found that some care trusts felt that moving towards care trust status 
represents an important milestone in a long history of joint working. Additionally the report 
highlighted that the study sites did emphasise that this move should not be done unless there has 
been a solid foundation of partnership in place.
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In the move towards integration, at whichever level it occurs, issues arising will stem from 
cultural and professional roots. As mentioned earlier, imposing structural changes will still not 
tackle these issues and this is further supported in Chapter 4, section 4.1. For the move towards 
integration to occur, and the creation of a ‘one stop shop’ service for users, interprofessional 
issues and cultural issues need to be addressed, and as Chapter 4, section 4.1 demonstrates there 
has been minimum focus upon this by the government.
By the government introducing such integration measures as the care trust, this will impact upon 
the role of professionals without ensuring that the professional issues occurring are addressed 
during the ‘partnership phase’. Partnerships need to be solid before further integration can occur. 
Partnerships will help all professionals understand the roles of each other and their decision 
making processes, which is vital in order for partnerships to work (Chapters 4 and 5), and only 
then can integration occur. If integration occurs too early then the roles of professionals will be 
more difficult to understand since there will be further overlaps in their roles and responsibilities. 
However, there is an argument that in having integration at a service level, whereby multi­
disciplined teams are managed by a single manager, there is the opportunity for the roles of 
professionals to be understood. This is supported by Miller et al’s (2001) research, whereby one 
of the successful characteristics of an inter-disciplinary team is that the roles of professionals are 
understood and there is recognition that there are overlaps (Chapter 4, section 4.4.1.2.4). 
However, this has been noted in the research in the form of collaboration taking place. Thus as 
Chapter 4 states, collaboration is the more active form of partnership and so the underlying factor 
to achieving integration and partnership is the understanding that the role of professionals are a 
vital ingredient for partnership and integration to move forward solidly.
8.3 Progress in the Working Relationships Between Social Services and Health Care 
Providers Since the Increase in Emphasis upon Partnership
Table 8.3: Progress in the working relationships between social services and health care providers
Participant Title Themes / Aspect
A Director of Mental ^  Definite progress.
Health & Relationships improved / genuinely want to work together.
Specialist Services 'C Greater understanding / acceptance of differences.
Genuine spirit of unity.
Irrelevance of a particular profession representing another 
profession in a team.
'C Difficult process because of managing attitudes and developing 
the culture within the organisation
B Director of Some big changes.
Operations in a ^  Always had strong culture of partnership working (informal)
Community within own organisation.
Hospital More formal with the general government’s push towards 
having integrated health and social care.
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'C People can see political benefits to integration.
'C Pushing the agenda for the wrong reasons because of political 
gain or career advancement.
'C Big issue is around funding.
'C Funding causes communication problems.
'C Funding is where integration has to happen.
'C Need a single pot of money for patients with multiple complex 
needs.
'C Imperatives for health and social services are the same.
'C More formal partnerships have been established.
Established forums for communications.
Two organisations are talking about their problems.
'C A drive to try and help integration from the bottom up 
perspectives.
Acting Director of 'C Definite progress
Social Services 'C Health Act flexibilities given a lever and the duty of
partnership.
'C Difficult for health professionals to shift from a competitive 
internal market to a partnership focus.
Push towards primary care has increased the need for 
partnership.
To deliver health objectives as opposed to hospital objectives or 
illness objectives, social care is vital.
Further improvements still needed.
8.3.1 Participants
Table 8.3 shows that the participant felt that progress had been made in working relationships 
since the increase in emphasis upon partnership. There were a number of areas where it was felt 
improvements have occurred such as there being a greater understanding, an acceptance o f  
differences, genuine spirit o f  unity and genuinely wanting to work together. However it was 
mentioned that partnership is a difficult process due to the human factor of managing attitudes and 
the development of culture:
It isn’t an easy process, it is about ... managing attitudes and developing the culture within 
the organisation, which actually enables and facilitates that process o f genuine partnership to 
evolve and develop.
(Participant A)
8.3.2 Participant B
Table 8.3 shows that participant B felt that there had been some big changes since the increase in 
the emphasis in partnership. This particular participant has come from an organisation that has 
always had a strong culture of partnership working on an informal basis, and therefore found it 
difficult to comment on the progress of partnership since the increase in emphasis:
...it’s difficult fo r  me to answer because I  believe that the organisation I  work with has 
always had a very good culture o f working in partnership with others and that’s feedback that 
w e’ve had as an organisation from other organisation. (Participant B)
Ï64
Ludmila lyavoo Chapter 8
This particular participant had mixed feelings with regards to the progress of partnership. It was 
definitely felt that due to the government’s emphasis upon partnership that the process has 
become more formalised.
There was also concern surrounding the benefits of pushing integration and the agenda forward in 
order for career advancement or political gain. This was felt to be detrimental since the 
implications to working together may not have been thought of thoroughly:
...I believe there are some people who perhaps are pushing the agenda fo r  the wrong reasons 
because they can see political gain or career advancement without really having thought through 
what the implications are as to working...to be able to work together well.
(Participant B)
Partnership and integration are relatively new concepts and new ways of working in which both 
health and social care have to become accustomed to, as Banks (2002) mentions this way of 
working will take some time for frontline staff to adapt to. Professionals prematurely pushing the 
agenda forward can affect partnerships between professionals and organisations, especially those 
that are fragile. In the case of the roles of professionals, such an agenda will contribute towards 
the role and therefore a settling period is needed for a professional to become acquainted with the 
new aspects to the role. If this is speeded up there could be confusion for a professional, 
especially when they need to explain their role to other types of professionals (Chapters 4 and 5). 
Additionally, it places professionals under a pressurising situation since not only do they have to 
learn to work in partnership with other professionals and organisations but also have to do so 
within deadlines. This is bound to have repercussions for partnerships which can be fragile, 
especially if there has not been a history of solid joint working.
Another concern that the participant had surrounded funding, since it was a cause for 
communication problems as well as the fact that the drivers for health were very different to those 
for social services due to the implications for their respective funds. The participant gives an 
example of this using the topic of delayed discharge:
. . .I t  is nothing unusual to spend one or two nights in A&E waiting fo r a bed and w e’ve got at 
the other end o f the scale w e’ve got people blocking beds because we can’t get them out because 
we still haven’t got the agreement on the funding. Or i f  there is agreement on the funding there’s 
not the resource to purchase that funding and so the health imperatives is actually to get people 
out who are blocking beds, but o f course i f  we see it as a social services requirement to fu n d  it 
they haven’t got that same imperative to pick it up because i t’s not their bed that’s being blocked 
but equally the minute they pick it up that starts then being a drain on their pot o f money.
(Participant B)
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It was felt that to alleviate some of the pressures, funding is where integration needs to happen 
with a single pool of resources for patients who have complex requirements.
The participant said there had also been some form of progress in partnership, such as the 
establishment of forums for communication which has resulted in the two organisations talking 
more about their problems. Additionally, more formal partnerships have been developed. There 
has also been better partnership working and integration occurring at the frontlines.
8.3.3 Participant C
Table 8.3 shows that the participant felt that there had been progress made in the working 
relationship between social services and health care providers since the increase in emphasis upon 
partnership, with the Health Act flexibilities and the duty of partnership being factors in the 
progress. It was acknowledged that there have been difficulties, such as on the health side where 
professionals have found it difficult to shift from the competitive internal market of pre-1997 to a 
partnership focus, post-1997.
From competition to partnership is a move from one extreme to another. These results show that 
this is something that has to be highlighted when viewing partnerships and how much they have 
progressed. One has to look at where professionals have come from to know where they are 
heading. The results in Chapter 8, section 8.3.3 shows that it was felt that specifically health care 
has had to deal with this shift (Chapter 2).
The roles of both health and social care professionals would have been affected within this shift as 
well. For instance, especially within health care, their roles would have to be adapted to 
accommodate joint working, where they had previously had a competitive edge to their role. 
Hence all the attributes pertaining to competition, which an individual needs to possess would 
have been within the role. Having possessed these types of attributes and for the focus to then be 
moved actively towards partnerships and collaboration, the attributes of their roles need to change 
to include those that assist in joint working. From years of working in competition, then to 
suddenly work in partnership will require a number of years for the roles of professionals and 
organisations to settle into the ways of partnership.
In regards to the structural changes and the shift from competition to partnership, the government 
has addressed this through interagency policies and legislation (Chapter 3). The focus upon the 
interagency changes have received more focus which has resulted in more changes occurring in 
this aspect to move the partnership agenda forward, whereas professionally there has been little 
focus, thus progress would be less (chapter 4).
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The participant also mentions that with the move towards primary care, there has been recognition 
that in order to deliver health objectives, social care plays a vital role. Table 8.3 also shows that 
the participant has made a distinction between health objectives and hospital or illness objectives. 
It was also felt that health professionals would also grapple with this:
... 7 certainly think that health colleagues found it very difficult to shift from  a competitive 
internal market to a partnership focus and that’s probably going to take a good number o f  years 
further on. And I  suppose the push to primary care makes that more likely than not because in 
order to deliver health objectives as opposed to hospital objectives or illness objectives, in order 
to deliver health objectives social care is vital.
(Participant C)
However, the participant did feel that further improvements were to be made.
In addition to the shift from competition to partnership, the participant mentions the shift towards 
primary care, which shows that there has to be recognition that in delivering health objectives, 
social care plays a vital part. Chapter 3 shows that the government has acknowledged that health 
and social care are needed to deliver quality services. However, despite the need for this shift to 
take place, government policies appear to be increasingly less concerned about promoting the 
coordination of better housing, primary health, social care and other community services to 
improve outcomes for users, and to have become fixated on working together only to reduce 
emergency admissions and delayed discharges from hospitals (Banks, 2002). The Audit 
Commission (2002) also shares this view and found that a number of examples of teams that had 
been established with a dual goal of preventing avoidable hospital admissions and tackling 
delayed discharge, but who were working almost exclusively on moving older people out of 
hospital.
As Banks (2002) and the Audit Commission (2002) suggest, the government has become illness 
or hospital focussed despite early policy documents such as Saving Lives: Our Healthier Nation 
(Secretary of State for Health, 1999) implying that this was not so. These different perceptions of 
health within the government, agencies and professionals will affect collaboration and partnership 
and the health of the individual (Chapter 2 section, 2.1) through the provision of services.
The role of professionals will be moulded according to what they perceive health to be (Chapter 2, 
section 2.1) and also indirectly by the government’s perception of what health is. The Audit 
Commission (2002) examples show that despite professionals being aware and having an 
understanding of health in relation to the WHO (1974) definition (Chapter 2), the government is 
forcing these professionals through performance targets to have a more acute focus.
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Consequently leading to a following of the medical model, which has been criticised as having a 
narrow perspective (Chapter 2, section 2.1.4).
For collaboration to occur in all its forms (Chapter 3) there has to be a clear understanding 
amongst all involved of what health is and who contributes towards ensuring the health of the
user. If this is not so, there will be difficulties in collaboration but especially at an
interprofessional level. Since medically orientated professions such as doctors and nurses will not 
be able to easily look at a user in a holistic manner in comparison to their social care colleagues. 
Chapter 8 also shows that health is not ideal at looking at users holistically. The government is 
further encouraging those medical professions to not look at a user holistically thus almost putting 
health and social care in their own separate compartments. Therefore, instead of eliminating the
barriers between the two it is only fuelling it further.
8.3.4 Comparison of all Participants
Table 8.3 shows that all the participants felt that progress had been made in the working 
relationships between social services and health care providers. Participants B and C’s accounts 
of the way in which progress was made were due to the formalising of partnerships, where as 
participant A felt that there was more of a case of genuinely wanting to work together. This could 
be because participant A comes from a background in mental health which has a long tradition of 
working together.
All of the participants brought up the difficulties in the process and the factors that could hamper 
the progress of working relationships between the two, such as pushing for progress for career 
advancement or difficulties in shifting from a competitive internal market to a partnership focus. 
The results show that progress has been made in partnerships since the government’s drive 
towards partnership has been in place. One of the participants mentioned three improvements that 
have occurred since the increase in partnership:
❖ genuinely want to work together
❖ greater understanding and acceptance of differences
❖ genuine spirit of unity.
These are some of the key success factors to partnership and its active form collaboration 
(Chapter 4), which implies that partnerships have progressed and that there is recognition that 
some of the fundamental issues surrounding partnership and collaboration have to be addressed 
and resolved.
The findings have also shown acknowledgement that there are difficulties in such a process due to 
the human element -  managing attitudes and developing culture within the organisation. These 
difficulties suggest that these are rooted in interprofessional and interpersonal issues. So far the
Ï 6 8
Ludmila lyavoo Chapter 8
government has had little focus upon this area and have seen one of the solutions to working 
together as implementing statutory obligation between health and social care (Chapters 3 and 4). 
However as Banks (2002) states there is a gap between the vision of partnership working and the 
reality in practice and that there is a long way to go before effective collaboration will become 
effective on the ground (see Chapter 4). Therefore, there has to be more emphasis upon 
interprofessional working and the professionals themselves.
8.4 Addressing all the Needs of a Person Through Partnership 
Table 8.4: Addressing all the needs of a person
Participant Title Themes / Aspect
A Director of Mental 
Health & 
Specialist Services
No - Partnership is a tool.
^  Staff have to possess the right skills and attitudes. 
Need quality of staff.
B Director of 
Operations in a 
Community 
Hospital
They are not at the moment.
^  Need to get the issue of funding right / too much room for 
manipulation of the process.
Both organisations might be keen to see the best for the patient 
but the set up is not right yet.
C Acting Director of 
Social Services
No - Need best protocols / care pathways / clinical governance 
all together to make a real difference.
8.4.1 Participant A
Table 8.4 shows that the participant felt that partnership was not addressing all the needs of a 
person because partnership is a tool. It was felt that to address all the needs of a person, staff 
should have a combination of correct skills and attitude:
What’s actually going to help to address all the needs o f the client is not actually only people 
working together fo r the benefit o f that individual but actually having at the end o f  the day, i t ’s 
actually about the skills and the attitudes.
(Participant A)
The participant felt the quality of staff was also a contributory factor towards addressing the needs 
of a person and not just partnership as a tool:
So you can have the best strategic partnership in the world but i f  you actually haven Y got the 
people on the ground to deliver, then you know, clients aren’t necessarily gonna have their health 
and welfare improved.
(Participant A)
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8.4.2 Participant B
Table 8.4 shows the participant felt that partnership was not addressing all the needs of a person. 
It was felt that funding and its process was affecting the ability to address the needs of a person 
despite both organisations wanting to do their best for an individual. Therefore, the participant 
thought that the funding issue needed to be resolved in order for the clients’ needs to be addressed 
appropriately.
8.4.3 Participant C
Table 8.4 shows the participant did not feel that partnership was addressing all the needs of a 
person. It was felt that to achieve this, a combination of the best protocols, care pathways and 
clinical governance together were needed to make a difference for the person. To achieve the 
state where all the needs are addressed, the participant felt that strong agreements must be made 
about the direction and care pathway:
... you don V get that by just putting people alongside each other to deliver the services you 
get it through really strong agreements about the direction and the care pathway.
(Participant C)
8.4.4 Comparison of all Participants
Table 8.4 shows that all of the participants did not feel that partnership was addressing all the 
needs of an individual. However all the participants had different reasons as to why partnership 
was not doing so.
Participant A and C use their definitions of what partnership is to explain why it is not addressing 
the needs. Participant A mentions that partnership is a tool and therefore is not the sole 
contributory factor towards addressing the needs of a person, and participant C felt that needs 
would not be addressed unless agreements were ‘real’.
Chapter 3 shows government policies place the user at the centre of care and that the emphasis 
lies upon partnership working to meet the needs of the user through the provision of services 
coming together to provide a seamless service. Despite the government viewing partnership as 
the way forward in the needs of a person being fulfilled, the results here show otherwise. It is felt 
that partnership has yet to succeed in helping to address the needs of a person. Chapter 4 
demonstrates that the service user benefits the most from collaboration although there is no 
conclusive evidence of this and necessarily better care due to collaboration. A number of aspects 
were brought to light as to the reasons of why partnership is not addressing all the needs o f an 
individual.
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Table 8.4 shows that aside from having professionals work together to meet the needs of an 
individual, there also has to be the correct skills and attitudes amongst the staff who are in the 
frontline to deliver the service. The government have instigated a statutory obligation amongst 
health and social care organisations to work together but it does not necessarily mean that the 
professionals will automatically work well together. This is supported in Chapter 4 with Hudson 
(2002b) and Banks’ (2002) thoughts of there being not much focus on the professionals 
themselves and interprofessional working. Loxley’s (1997) definition of collaboration in relation 
to health and welfare further supports table 8.4 results of the need to have the right skills and 
attitudes in place (Chapter 4, section 4.4). Therefore it is a necessity that staff possess these 
elements to make collaboration and partnership work, hence eventually addressing the needs an 
individual.
Another reason for partnership not being able to address the needs of an individual is because of 
funding and how the process occurs. Chapter 3 shows that funding has been an ongoing issue 
within the government surrounding health and social care. The chapter also shows that social care 
has always been under-funded in comparison to health care due to such reasons as political 
leverage and the government’s views being set in the medical model, which is most likely due to 
the historical set up of the NHS and the heavy influence of the medical profession (Chapter 2). 
This view is still held currently despite recognition that social care is vital to health care delivery 
(Chapter 3) as Chapter 7’s results have shown. The results throughout Chapter 8 show that 
funding is a concern from both a health and social care perspective, and it is felt that for 
integration to occur funding has to be integrated. Only by having integrated funding for health 
and social care i.e. ‘a single pot of money’ can partnership working be fully successful. Chapter 4 
supports the concerns of funding being a barrier for partnership working and collaboration; 
however despite suggestions in this chapter (section 8.5) that funding should be a single ‘pot’, it is 
not apparent in the literature as to how the funding issue should be resolved. It is obvious from 
Chapters 2 and 3 that frmding and thus accountability is complex and has been set historically, 
therefore attempting to completely uproot funding and integrate it for health and social care will 
be difficult. As Lewis (2001) demonstrates, the origin of the conflict between health and social 
care lies in central government not defining the nature of the two organisations and the resource 
implications of this (Chapter 4, section 4.1). However, until the government recognises in 
practice that health and social care together are needed equally to address the needs of an 
individual, it will also fail to not realise as it stands in the current climate that funding has to be 
fully integrated at all levels.
Chapter 3 and Banks’ (2002) work show that although the government is acknowledging the 
importance of social care, the focus is still on the acute sector and meeting targets such as 
reducing emergency admissions and delayed discharges. Therefore, since the government is
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focussed on rectifying this situation it may well result in more complex cases being passed over to 
social services, who are then faced with meeting clients’ needs with limited resources. Hence 
social care becomes even more stretched in their resources.
The government has further focussed upon the area of the acute sector by introducing a penalty 
system to tackle delayed discharges within the acute hospitals (Department of Health, 2003b). 
The essence of the penalty system is to fine local authorities for everyday a person who is 
medically fit spends in hospital. According to the government, this will not interfere with the past 
and current work that has been done on partnership working, however critics do believe that this 
will interfere with fragile partnerships. Partnership working has only been introduced 
predominantly in the last five years or so, making it still a relatively new way of working. The 
government has been quick to introduce the many organisational changes but without much 
thought going into the professionals working at the frontline to deliver services and how 
partnership working is occurring at this level. This is supported by Banks (2002) (Chapter 4, 
section 4.1). Therefore, instead of the government focussing upon addressing the needs of the 
user, they are focussing upon the needs of the acute sector.
In relation to the funding issue and addressing the needs of an individual, table 8.4 shows that for 
the needs to be addressed, there has to be real agreements about the direction and care pathway. 
This is supported in Chapter 4, whereby one of the ways of overcoming the barriers to 
collaboration is to have a shared vision.
Therefore, summing up what is needed to address the needs of an individual:
Partnership + Skills + Attitudes + Single Funding Source + Strong agreements (direction and
care pathway) = addressing all the needs o f a patient.
These elements falls within Lewis’ (2001) three broad levels of partnership arrangements: 
financial, organisational and professional.
8.5 Gaps in the Policy for Partnership or Implementation of it
Table 8.5: Gaps in the policy for partnership or implementation of it
Participant Title Themes / Aspect
A Director of Mental ^  Inflexibility in the use of resources / the separate audit trail.
Health & ^  Separate accountability.
Specialist Services ^  Distinguish between what is the health element and what is the
social care element.
Social and health care are so intertwined.
^  Should be managed entirely from a central government pot.
/  Dominated by the medical agenda.
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B Director of Particularly around the funding.
Operations in a Nurses are empowered.
Community ^  Nurses are encouraged to look for solutions.
Hospital ^  Social services top driven.
^  Social services have less questioning of why decisions are 
taken.
C Acting Director of 'C Joint leadership development.
Social Services 'C Joint organisational development.
^  Leaders must work together with management development, 
leadership development resource.
'C Workforce development for careers in both health and social 
care together.
^  A career journey for a generic assistant.
Workforce and leaders that are joined up with a joined up 
attitude and approach.
8.5.1 Participant A
Table 8.5 shows that participant A thought the reason for the main gap surrounded funding. The 
participant felt that due to the different methods in which health and social care are funded and the 
separate accountability had caused issues when creating a care package for an individual. 
Additionally, the participant felt that there were difficulties due to the source of funding, that is, 
health care is free at the point of delivery and social care is subject to a means test. Consequently, 
in creating a care package the health and social care elements must be distinguished.
The participant felt that to resolve these issues the government needed to realise that health and 
social care are intertwined and therefore should be managed from a single central government pot 
of money. It was thought that this could be done under the current NHS system but the 
participant acknowledged that this would mean social care coming under the wing of health, 
which social services would see as being dominated by the medical agenda. The participant 
believes that these changes are already occurring:
...this is already beginning to happen because within the NHS now we have at top there is a 
chief executive and we have a number o f regional directors being appointed who are directors o f  
health and social care. This is kind o f the new reorganisation o f the health service but at the very 
top there is this kind o f fusion o f health and social care responsibilities. So I  think this is ju st a 
kind o f beginning o f  inevitable bringing together o f the financial resources fo r  health and social 
care in the future.
(Participant A)
8.5.2 Participant B
Table 8.5 shows that the participant thought that the gaps were mainly centred around funding. 
However, it was felt that the two organisations were similar in many respects including the
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funding arrangements and therefore was not sure as to why the way in which both managed and 
their cultures are very different:
I  think w e’ve two completely different cultures which is although, that surprises me really 
because when you think that we ’re both two massive institutions, we get our ftmding in similar 
ways, yo u ’d  think that actually culturally w e’d  be very similar in the way we managed but I  know 
that, that’s not happening locally.
(Participant B)
The participant further explains that within the organisation nurses are used to being part of the 
decision making process and where necessary questioning decisions taken. Conversely, it was felt 
that social services do not share this and tend to be top driven and less questioning about 
decisions. It was felt that this affects partnership working between the two organisations:
...that... does cause problems when you are then trying to get those two teams to work 
together.
(Participant B)
This concern of participant B shows that the difference in the decision making process between 
nurses and social workers was seen to be a hindrance to partnership working especially in teams. 
This is supported by Hudson et al (1997) who highlight it as a barrier to inter-agency 
collaboration (Chapter 4, box 4.0). It was felt that nurses had less bureaucracy to go through and 
were empowered in the decision making process, whereas social workers would have to go 
through line management, a more bureaucratic system, for decisions to be made and would be less 
questioning of decisions taken. These two types of decision making processes are most likely due 
to the different accountability trails that both health and social care have. That is, health is 
accountable to the department of health, whereas social services are accountable to local councils, 
thus resulting in social services having a more watchful eye upon them (Chapter 3). Also since 
social care is means tested, any decision taken has a cost attached, and therefore social workers 
may have to have the decision approved by a higher authority figure (Chapter 3).
Since this is the current climate that both health and social care teams will find themselves in. 
Miller et al (2001) recommends that team members must have the capacity to understand and 
cope with group processes as they are affected by power, authority and professional culture 
(Chapter 4, section 4.4.1.2.4). Therefore, instead of making the different decision making 
processes an issue, professionals must be aware of it and together find ways around it, such as 
allowing more time for decisions to be made.
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Additionally another reason for the different decision making processes and questioning of 
decisions is also due to the professionals themselves. Hudson (2002b) believes that professional 
partnership has been subjected to a pessimistic model consisting of three main elements; 
professional identity, professional status and professional discretion and accountability (Chapter 
4). Professional identity accounts for the issue that participant B raises; Hudson’s (2002b) 
research found that where professional identity is weak or ill-defined, there may be little scope to 
resist bureaucratic requirements whereas a distinctive and well-organised profession may be more 
able to retain an independent approach. In Hudson’s (2002b) research, the day to day 
interprofessional working was between social workers and nurses. Hudson (2002b) found, in the 
case of social workers, that there were still some feelings that ‘real’ social work had been brushed 
aside by the introduction of care management, a role which was seen as either too vague or an 
outmoded model (Hudson: 2002b: 11):
...you asked me at the beginning my role, and I  couldn ’t myself be really sure...
Despite social workers’ identity being strengthened by the Seebohm reorganisation and their 
powers increased through legislation (Chapter 3), social workers still need to explain themselves 
clearly to health professionals (Rushton and Davies, 1984). The authors further imply that the 
confusion about what social workers do is partly a reflection of debates and disagreements within 
the field itself, and this means that social workers in health settings need to be particularly skilful 
at explaining their role and responsibilities as well as the services of the agencies which employ 
them.
Changes within social work have had a varying effect on the medical profession (Rushton and 
Davies, 1984) such as in the medical view, the increase in emphasis on training brings social work 
closer to a profession. Unlike the medical field, social work lacked an exclusive body of 
knowledge until recently with the development of the General Social Care Council (Chapters 3). 
This was suggested at an earlier time in the Barclay report that had a similar suggestion of a 
General Social Care Council and register of social workers which was rejected despite the 
pressure from the medical profession to move in this direction (Rushton and Davies, 1984).
8.5.3 Participant C
Table 8.5 shows the participant felt that the gaps surrounded joint leadership development and 
joint organisational development. This is because it was thought that there needs to be an 
infrastructure in place for partnership at both service and organisational level.
The participant further expressed that if leaders do not work together with management 
development and leadership development, then competency in managing and leading integrated
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services will not be built upon. The participant’s hope is that there will be a new breed of leaders 
which will take a joined workforce forward:
...you will continue to have social care managers and health managers and you need a new 
breed in order to take this forward o f people who have joined together in the new leadership 
centre and I  don Y see any development o f that.
(Participant C)
Banks (2002) notes that shared learning initiatives and new joint leadership programmes for 
middle and senior managements are beginning to take place but there is still some way to go to 
provide the incentive and develop the capacity of those with responsibility to deliver partnership 
working at the frontline.
Table 8.5 shows another gap that the participant felt existed concerned the need for workforce 
development for careers in both health and social care together. Where there will be a new type 
of assistant which encompasses health and social care together, the participant referred to it as a 
‘generic assistant’.
The participant expressed that the workforce and leaders must be joined up in attitude and 
approach in order to have a successful care plan in place:
...until yo u ’ve got a workforce and the leaders are actually joined up with a joined up attitude 
and approach, you ’re not going to get the good care plan...
(Participant C)
Having leaders that represent both health and social care enables better understanding of health 
and social care perspectives. Such leaders and joint training and development are suggested as 
the first step to removing historical barriers between health and social care (Chapter 4, section 
4.4.1.2.3). This notion of joint leadership has already begun to materialise on the ground, with a 
director of social services also becoming the chief executive of a PCT (Callaghan, 2003).
8.5.4 Comparison of all Participants
Table 8.5 shows that both participants A and B felt that there were gaps in the policy addressing 
funding. Participants A and C shared similar accounts in that there has to be recognition that both 
health and social care services are intertwined and therefore this needs to be realised more.
At an operational level, participant B demonstrated the problems that can be incurred at this level 
with the types of cultures that health and social care exhibit in their decision making processes.
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It must be noted that the changing of the funding arrangements is a large task that has been the 
subject of endless debate (Chapter 3), and therefore the way in which participant C has focussed 
upon the development of the workforce is refreshing.
This section of results shows that funding is a concern especially in the context of partnership 
working between health and social care. This is noted in Chapter 4 as a barrier to collaboration. 
As discussed in the previous section, it is also seen to be an obstacle in the way of addressing the 
needs of an individual successfully. Of main concern in are the different ways in which funding 
occurred for health and social care, and therefore resulting in different accountability trails when 
creating a care package for an individual (see also Chapter 3). This concern of creating care 
packages for individuals is supported by Hardy et al (1999) (Chapter 3) and is also a barrier to 
collaboration (Chapter 4). To solve this issue it was suggested that there should be a single 
central government ‘pot’ for both health and social care, however there are difficulties of 
integrating the funding, for instance each service shifting costs to the other and conflicts between 
controlling costs and improving services (Chapter 4).
Challis (1992) criticised in the 1990s how the NHS and Community Care Act 1990, despite it 
addressing joint working issues between health and social care, had still not addressed integrating 
health and social care expenditures, therefore creating little incentive for closer joint working 
(Chapter 2, section 2.8.4.2). The current government has attempted to tackle the issue of separate 
funding and accountability issues through the partnership arrangements in the Health Act 1999, 
the pooling of funds and lead commissioning for particular client groups (Chapter 3). However 
despite these new arrangements. Banks (2002) reports that there are still financial pressures on 
both health and social services that are affecting partnerships and causing partners to be reluctant 
to engage in joint ventures, especially where there are fears of picking up the other partner’s 
deficit or losing financial manoeuvrability.
Despite the government introducing the partnership arrangements, the fundamental differences are 
still apparent, such as health being free at the point of delivery and social care having to be 
means- tested (Chapter 3). Therefore, when creating a care package for an individual it has to be 
made clear which elements are health and which are social care. Consequently, this becomes 
problematic for partnership working again. Additionally, this will affect the way professionals 
work because issues may arise, which need to be resolved between the two that are fundamentally 
rooted in funding.
It is interesting to note that those in top positions within the organisations are not always aware of 
the issues and the backgrounds of other organisations and professionals. For instance, participant 
B was under the impression that both health and social care received their funding in similar ways 
and therefore could not understand why there were two different cultures. This misunderstanding
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of the system in itself will be a barrier for partnership working because viewing this from a whole 
systems aspect one must look at the system from a wider perspective and not just one fragment of 
it (Chapter 4). Isolating oneself within an organisation suggests that there has been no recognition 
of health and social care together having to address the needs of an individual. Therefore, for 
someone in a high position within an organisation to portray a constricting view may well result 
in the professionals under the direction of this person also adopting some of these views and 
hence not recognising the need for collaboration as much.
8.6 Differences between Partnership in the Present Time Compared to Prior 1997 
Table 8.6: Difference between partnership in the present time compared to prior to 1997
Participant Title Themes / Aspect
A Director of Mental Duty to work in partnership.
Health & ^  Pre-1997: areas of partnerships flourished.
Specialist Services ^  Worked together well resulted in good partnership.
•A Post-1997 despite legislation doesn’t get rid of attitudes 
overnight.
^  Partnership approaches have increased substantially.
B Director of Changes in the health service.
Operations in a 'C A lot more control.
Community ^  A lot more central directive.
Hospital 'C There hasn’t been a big drive of a change in social services.
'C Social services are going under massive change but the NHS 
has been more of a focus.
Changes must have impacted upon and influenced partnership 
working.
^  Requirement to work together more.
'C Major documents have put the words health and social care 
together without awareness of the implications.
'C More equity and fairness across all health provision.
'C In central control should have room for local reflection.
^  An NHS that’s very visible and can be proud of working in.
^  Some of this central felling had been lost but now there is a 
national feel again.
C Acting Director of Whole system thinking.
Social Services ^  Increasing understanding that social care is needed as a central 
partner in delivering health outcomes.
•A Patients at the centre instead of the NHS as a business. 
Individual focus if partnership is to work.
8.6.1 Participant A
Table 8.6 shows the participant felt that the main difference was that there is a duty to work in 
partnership. However it was expressed that there were partnerships that were developing prior to 
1997. The participant mentioned that this would only occur in those organisations where the staff 
would make the effort to do so:
...it was very much down to I  suppose down to the flair, the energy and the compatibility o f  
the individuals who were leading their respective organisations because i f  they worked together.
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well then the partnership flourished. I f  there was a kind o f grudging relationship then you could 
guarantee the partnership wouldn Y work on the ground.
(Participant A)
The participant expressed that post-1997 with the legislation of partnership it would not 
necessarily remove the attitudes overnight. It was felt that the policy makers did not understand 
this;
...you don Y actually get rid o f attitudes overnight and that takes longer and I  don Y think the 
policy makers o f  the Department actually understand that.
(Participant A)
The participant did mention that partnerships had increased substantially but was not sure whether 
the quality of partnership was better than pre 1997:
... I  think arguably partnership approaches have increased substantially over the last four to 
five years, Pm not sure whether the quality o f the partnership though is any better than it was 
pre-1997 because it is very much dependent upon how as I  say, how people develop partnerships 
rather than just developing partnerships fo r  the sake...
(Participant A)
These findings suggest that interprofessional working and the professionals themselves play a 
large part in making partnerships work. Consequently by placing people to work together, it does 
not necessarily mean that all attitudes will change instantly (Banks, 2002; Hudson, 2002b). The 
findings further show that there is a gap between policy makers and the frontline, which is 
supported by Banks (2002) comment in Chapter 4, section 4.1.
Despite the increase in partnerships since the statutory duty being in place, the results show that 
the quality of partnerships is questionable. The issue of the quality of partnerships is 
substantiated by research into the progress of partnerships such as Banks (2002). Banks’ (2002) 
research shows that in spite of their being a statutory duty of partnership, people are no longer 
questioning whether partnership working is important, but instead focussing on how best to make 
it work. Even though this is positive to see, the findings are still showing that there is an issue 
with the quality. The overall results in this chapter and the literature in Chapter 4 suggest that the 
quality of partnerships is still questionable because the government has only focussed upon the 
organisational aspects to partnerships and is hoping that fundamental issues surrounding 
interprofessional working and attitudes especially in the frontlines will automatically be resolved 
because they have to work together. If interprofessional working is not exercised appropriately, 
then a number of problems are most likely to manifest such as the breakdown in communication
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between professionals and delays in service delivery (Chapter 4), and all of these will ultimately 
affect the user and carer. As Banks (2002) and Hudson (2002b) argue, the frontline will take 
some time to adjust to the necessary changes required for partnership working.
There is little evidence of successful interprofessional working due to its pessimistic tradition 
(Chapter 4, section 4.4.1.2.3) which surrounds professional identity and territory; relative status 
and power; and different patterns of discretion and accountability. Professional identity is a 
concern since its implications concerning the argument where members of a profession have 
similar perceptions, values and experiences, subsequently leading to agreement among members 
within the profession, rather than between members from different professions (Hudson, 2002b). 
It is the scale and intensity of the ‘disagreement’ that will affect interprofessional relations 
(Hudson, 2002b). Professional status has an impact upon partnership since the extent to which 
professions share a similar status has implications for whether and how they may work together 
(Hudson, 2002b). Finally, the different professional discretions are dependent upon whether there 
is a top-down or bottom-up model of policy implementation. In a top-down model, there has been 
criticism that it does not acknowledge front line staff’s influential role, whilst a bottom-up model 
emphasises the discretion that front line staff have, irrespective of whether the official policy is 
top-down or bottom-up driven (Hudson, 2002b).
8.6.2 Participant B
Table 8.6 demonstrates that the participant from a health service perspective felt that there were 
changes in the health service post 1997. The participant also thought that there was more central 
control and central directive than pre-1997. Also the participant was under the impression that 
there was not as much of a big drive for change in social services post 1997 in comparison to the 
health service. However, it was acknowledged that social services was undergoing change but the 
participant thought that the focus was more on health. The life continuum (Chapter 7) also 
projects this point, where the introduction of health policies addressing the individual has been 
adjusted in comparison to the social policies which have been subjected to less revision. Chapter 
3 shows the changes that have occurred in both health and social care since 1997, and that both 
have experienced changes to modernise the health service and social services. The types of 
changes that social services has experienced have been in the form of professionalising social 
work and setting up professional bodies to regulate providers of services to social services 
(Chapter 3, section 3.3). Conversely the health service has experienced changes structurally, 
through the establishment of PCGs and PCTs and organisational change such as the set up of 
Strategic Health Authorities (SHAs) (Chapter 3). Even though the changes that have been 
brought in for the health service also affects social services, there is an argument by Wistow 
(2000) that social services have become ‘handmaidens to medicine’. Both the health and social 
services have also been subjected to performance targets set by the government.
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However, as the Audit Commission report (2002) and Banks (2002) argue, government policy has 
become fixated on resolving issues within the acute sector, namely delayed discharge and 
reducing réadmissions. This focus upon the acute sector suggests an explanation for these 
findings in this section. Even some of the changes the government is bringing into social services 
are aimed at resolving the issues in the acute sector -  delayed discharges (Department of Health, 
2003b) -  and as mentioned earlier, this is stretching the funding crisis for social services since 
they are dealing with clients whose needs are more complex than before.
Another reason for this heavy focus upon the NHS is that many of the policy documents from the 
government are from the Department of Health, and therefore it is assumed that the changes 
occurring are for the health service only. However, the policy documents such as the NSFs and 
the NHS plan affect social services as well (Chapters 3 and 7). Hence changes will also occur for 
them.
An important point to raise here is the level of awareness that health professionals have of the 
changes within social services and thus social care professionals. The findings in this section 
shows that there is acknowledgement of changes occurring within social services but whether the 
participant knew exactly what they were is questionable. For partnership to work between 
professionals and organisations there has to be an understanding of the roles and responsibilities 
of other organisations and professionals (Chapter 4), and therefore the results in Chapter 8, 
section 8.6.2 demonstrate that the health professional was not fully aware of the changes that were 
occurring within social services at the time. Keeping abreast of changes occurring within both 
health and social services will enable professionals to provide a more integrated and up-to-date 
service to users as well as reducing any unnecessary delays in care for a user due to professionals’ 
lack of awareness of the changes.
Table 8.6 does show that the participant felt that these changes have had an impact and influence 
upon partnership working, especially with the present requirement to work together.
A concern that the participant had with post 1997, was that the major documents would label 
health and social care together but without fully being aware of the implications:
...when...reading some o f the major documents that they’ve just put health and social care 
together...where you would have read health at one time they’ve now just changed it to health 
and social care and I  don’t think they’ve necessarily thought through well what does that actually 
mean.
(Participant B)
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Table 8.6 also shows some of the positive aspects of the participant’s account. The participant 
believed that this environment has brought more equity and fairness in the health provision. 
Additionally it was felt that the increase in central control was welcomed because it brought back 
national ownership of the NHS. However there had to be room for local adjustments.
8.6.3 Participant C
Table 8.6 shows that the participant believed that there was more of a whole-systems way of 
thinking compared to pre 1997. Another difference mentioned was that there was an increase in 
the understanding that social care is needed to deliver some of the health outcomes. Within this 
there has been a need to shift some of the behavioural aspects of running a business to the running 
of a service:
...there have been some behaviour changes but they are hard one because the original 
behaviours were, I ’m creating a health business in my own NHS trust -  this isn ’t a service this is 
a business and I  think there’s quite a long journey to get to back to service rather than business.
(Participant, C)
The participant agreed with the current plans, the NHS plan, of having the patient at the centre of 
care and also thought that if this is the case then partnerships will work:
...the NHS Plan said the NHS has got to focus on individual patients again and I  think that’s 
absolutely right — they ’d  lost the plot. And therefore you know your ingredients o f  partnership 
will really come until you ’ve got that individual focus.
(Participant C)
8.6.4 Comparison of all Participants
Table 8.6 demonstrated that all the participants felt that partnerships had increased since 1997. 
Participant A was the only one to feel that there were areas where partnership worked well prior 
to 1997.
Participants A and B’s accounts show that there was more of a central feeling to the service now 
in comparison to pre 1997, which they both welcomed.
The findings in section 8.6 show that from both a health and social care perspective it was felt that 
there has been more of a central feeling to the service. From the health perspective it was felt that 
the NHS had more of a national ownership to it compared to prior 1997, where it was run similar 
to a business as opposed to a service. From a social care perspective, it was felt that the services 
had moved from a business to a service through the focus being upon the user and the recognition 
that social care is needed to deliver health outcomes. This demonstrates that the current
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government has managed to bring the focus back to the individual (Chapter 3). By doing so, 
professionals and organisations are able to realise that partnership working is needed to meet the 
needs of individuals. Banks (2002) supports this as one of the positive signs in the progress of 
partnership, in that professionals no longer question the need for partnership. However as already 
discussed, partnership has still not addressed the needs of the user completely.
Additionally to help meet the needs of the user, the results show that from a social care 
perspective, social care is being realised as important in the delivery of health outcomes, which is 
what the government wanted organisations and professionals to realise in the government 
document ‘Saving Lives: Our Healthier Nation’ (Secretary of State for Health, 1999). This shows 
that the concept of health is changing and it is moving towards the WHO (1974) definition which 
encompasses other dimensions to health instead of having simply a medically orientated 
definition (Chapter 2). Also this further shows a shift from the medical model to a more social 
medical model, whereby other lifestyle and environmental factors are considered in the heath of 
an individual. This shift in perception further acknowledges the need for partnership working to 
occur between health and social care. Therefore, if social care is experiencing this shift, this 
implies that social services is gradually being valued for their part in the health of users.
Having more of a national ownership as the health perspective notes, suggests that the feeling of 
ownership and belonging to an entity brings professionals together within the entity to work 
together in comparison to the NHS previously working in ‘mini businesses’ and in competition 
with each other. However, whether social services are thought to be within this entity is 
questionable. The only way in which social services will be included within the entity is if the 
NHS and social services join together to meet the needs of the individual together, such as the 
PCTs and the Care Trusts.
Currently the NHS is directly linked to central government and can therefore create a national 
ownership feel, whereas social services is on a more local basis and therefore any association with 
the government at a central level is mainly through the Department of Health, thus a central feel 
has not been created as much for social services.
8.7 The Affects Upon Partnership with the Frequent Organisational Structure 
Changes
Table 8.7: Affects upon partnership with the frequent organisational structure changes
Participant Title Themes / Aspect
A Director of Mental Opportunity to enhance partnership.
Health &
Specialist Services
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B Director of ^  It will have an affect upon partnerships.
Operations in a Changing agenda is not easy.
Community In periods of great change key players move on.
Hospital Causes instability.
'A Service still needs delivering and that doesn’t change at the 
same rate as the change does when the organisations change.
C Acting Director of There have been affects.
Social Services Public sector organisations are involved in constant shifts and 
changes.
Lose key people.
^  Planning and partnership blight.
Loss of momentum.
Loss of organisational memory.
8.7.1 Participant A
The participant has not experienced any organisation structural change until recently. However, 
as table 8.7 demonstrates the participant sees structural change as an opportunity to enhance 
partnership. The participant explains this by speculating on a trust becoming specialist focussed:
.... I f  w e’re a specialist focused trust... then the opportunity shall we say to have both user 
and social care representation at board level is enhanced.
(Participant A)
8.7.2 Participant B
Table 8.7 demonstrates that the participant saw adverse affects upon partnerships. It was 
mentioned that the change agenda is not easy and additionally there will be the movement o f key 
players. The participant further explained that such movement would be accompanied with 
instability. Therefore, the service delivery is affected since it is vital to know the staff that are 
employed:
... that’s not ideal in terms o f stability fo r  the sta ff because I  mean at the end o f  the day 
yo u ’ve got to, you know, your staff you ’re employing to deliver the service and the service still 
needs delivering and that basically doesn’t change at the same rate as you know the change does 
when as the organisations change. So there is you know a detrimental affect.
(Participant B)
8.7.3 Participant C
Table 8.7 shows that the participant felt that organisational changes had an affect upon 
partnership. The participant expressed that the public sector is continuously involved in shifts and 
changes with some not being necessary:
All public sector organisations seem to be involved in constant shifts and changes. Some o f  
which are necessary to respond to change in needs and some o f which seem to be important to 
shift thinking, shift culture but there's probably been too much o f it. (Participant C)
Î84
Ludmila lyavoo______________________________________________________________ Chapter 8
With the changes, the participant expressed that key people could be lost especially those that 
have put the effort into partnership. Therefore if some leave, then the participant explained that 
there would be a case of planning and partnership blight whereby all the previous work would 
have to be rebuilt upon. Hence there is a loss of momentum. Additionally the participant 
mentions that there could also be a loss of organisational memory, which means that you may not 
be as familiar as before in how to go about things:
... you can lose organisational memory which, means that you are not as wise to how best to 
go around, about things because yo u ’ve got to start to get to know it all again.
(Participant C)
This can result in delays and the potential loss of things:
...that means that things can get delayed and that a lot o f  attention has to be paid to getting 
the change done well in order that you don’t lose all those things.
(Participant C)
8.7.4 Comparison of all Participants
Table 8.7 shows that participant A only felt that there was a positive aspect to the repercussions of 
organisational change. The other participants felt that with change there is a chance of losing 
things on the way. One of the common aspects mentioned by participants B and C was the loss of 
key people leading to potential instability.
From both a health and social care perspective, it was felt during organisational changes key 
people are lost whilst service delivery still has to continue. The movement of key players would 
affect the organisations in several ways. From a partnership perspective, key players have built 
up relationships with other key players to move partnership forward and carry with them 
organisational knowledge about how to get things done. The movement of key players results in 
this being lost and the replacing of this person with a new person who may not have as much 
experience nor contacts as the previous person. Therefore, this will cause delays in the progress 
of partnership working but also in meeting the requirements of the organisational changes taking 
place.
8.8 The Driving Forces Behind Partnership
Table 8.8: Driving forces behind partnership
Participant Title Themes / Aspect
A Director of Mental 
Health & 
Specialist Services
^  Strongly regulated framework.
^  The clients we serve and their needs and how best we can 
deliver those.
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v' A mission that says what we are about.
Can’t do it in isolation, it has to be done in partnership.
B Director of 'A Improving patient care, patient outcome, making best use of the
Operations in a limited resource due to the increase in demand.
Community Effectiveness and efficiency.
Hospital
C Acting Director of 'C Services.
Social Services ^  Management is leadership.
8.8.1 Participant A
Table 8.8 shows the participant felt that having the current strongly regulated framework was a 
driver for partnership working. However it was felt that for the majority of people, the clients 
who receive the service were the driving force behind partnership. Additionally, the participant 
thought there were other driving forces behind partnership such as having a mission within one’s 
own local organisation and the fact that there is recognition that partnership cannot be done in 
isolation.
8.8.2 Participant B
Table 8.8 shows the participant felt that the driving forces behind partnership surround patient 
care, patient outcome and making the best use of limited resources. The participant explained 
further that the driving forces would be derived from issues surrounding efficiency and 
effectiveness.
8.8.3 Participant C
Table 8.8 shows the participant thought that the driving forces behind partnership are the services, 
and, for management, leadership is the driving force.
Both from the health and social care perspective it is positive to see that it was felt that the driving 
forces behind partnership are the users and carers themselves. The recognition of the need behind 
partnership working and whom it will benefit gives professionals and organisations the direction 
in which they have to follow. This demonstrates the government’s thoughts behind introducing 
partnership working, and the fact that the user will suffer if organisations do not work together 
(Chapter 3) has been acknowledged.
8.8.4 Comparison of all Participants
Table 8.8 shows that all the participants have an underlying factor which they describe as their 
driving force behind partnership, and that is the clients or patients. All the participants’ driving 
forces are such that it would ultimately affect the client or patient in some way.
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8.9 Whether the Affects of the Flexibilities within the Health Act 1999 Encourages 
Partnership and Benefits the Services
8.9.1 Participant A
Table 8.9 shows that the participant thought that the Health Act has encouraged partnership and 
benefited the services. It was felt that it was a movement in the right direction, which has allowed 
greater opportunities and facilitated a more flexible and integrated approach. The participant 
welcomed this:
What the Health Act 1999 has actually done has given you those opportunities as, you know, 
a right to actually facilitate a much more flexible and a much more integrated approach, so I  
have to say yes, I  welcome that.
(Participant A)
Table 8.9: Whether the affects o f the flexibilities within Health Act 1999 encouraged partnership and
benefited the services
Participant Title Themes / Aspect
A Director of Mental 
Health & 
Specialist Services
^  An inevitable movement in the right direction.
^  Greater opportunities.
^  Facilitate a more flexible and integrated approach.
B Director of 
Operations in a 
Community 
Hospital
^  Social services have adopted the local health boundaries so that 
the teams work together at the same location.
^  An integrated management system.
^  Errors made and not being identified due to a different 
discipline in charge.
^  Another tier of management before whereby the same discipline 
is in charge of its professionals.
^  Not understanding the full potential of team.
C Acting Director of 
Social Services
^  Definitely.
8.9.2 Participant B
Table 8.9 shows the participant had mixed feelings regarding whether the Health Act 1999 had 
encouraged partnership and benefited the services. The participant relates to how the flexibilities 
have been used within the locality and have benefited the locality. Since the pooled budgets were 
used with social services and the community nurses, social services decided to adopt the local 
health boundaries so that social services would have the same boundaries. Therefore all the teams 
work together in the same location.
Another form of integration that was being adopted within the locality and which used the 
flexibilities of the Health Act 1999 was having an integrated management system which the 
participant had doubts about. The participant felt that having a different discipline in charge of a
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team allowed the identification of errors made to go unnoticed due to the lack o f expertise. It was 
thought that another level of management was needed whereby the same profession would 
manage its professionals. The participant gave an example of when integrated management had 
failed at this level:
... I ’ve got evidence o f it failing because there was a drug error which was not picked up by 
the integrated team manager because she wasn’t a nurse she did not realise the implications. 
She’d  acknowledged that there was an error and had spoken to the member o f sta ff about it but 
because she wasn’t a nurse she hadn’t questioned as to why the error had happened in the first 
place. Whereas you know when it came to my attention that was immediately why was this 
situation ever created in the first place it should have never been created.
(Participant B)
Another concern that the participant had was that if you had someone from a different discipline 
in charge, they would not have a full awareness and understanding of what the team is capable of. 
The participant gives an example using the profession of district nursing:
... fo r  example i f  you don’t understand what district nursing is about and you don’t know that 
you could push district nurses that step further then yo u ’d  never do it yo u ’d  never push the 
boundaries so I  think you know.
(Participant B)
It could be argued in this case that a mistake could go unnoticed by the team manager o f the same 
discipline, and still filter its way through to the next level of management. This type o f situation 
arises if staff do not perform their jobs competently, but from an accountability perspective it is a 
concern. This could be resolved if a single manager in charge of a team consisting of different 
disciplines had access to a selected advisor from each of the disciplines, to whom he/she could 
refer when an issue arose. Another solution would be to have selected auditors from each of the 
disciplines who could assess the work of team members from the same discipline. It is interesting 
to note that one of the other participants (also from a health care perspective) felt that this issue 
was irrelevant and that this was one of the ways in which partnerships had progressed (Chapter 8 
table 8.3). This immediately demonstrates that all involved in partnerships are not necessarily 
thinking alike.
Such concerns regarding the integration of management demonstrates that professionals are still 
finding it difficult to overcome some of the barriers to team working and partnership working. In 
this section, it is demonstrated that the health care professional acknowledges that partnership 
working needs to occur in the frontlines to deliver services, but simultaneously at a higher level 
wants to retain some control over the disciplines. Even though this concern is valid, in order for
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partnership working and collaboration in its many forms, such as teamwork, to work, there must 
be an understanding of one another’s roles and where there are overlaps (Chapter 4). If different 
professionals are aware of this then integration at this level should work. (Chapter 8, section
8.13.1 supports this view, in that one of the ways in which partnership working can be improved 
is through top management being able to release control and devolve their responsibilities further 
down the line.)
8.9.3 Participant C
Table 8.9 shows the participant definitely felt that the flexibilities within the Health Act 
encouraged partnership and benefited the services.
8.9.4 Comparison of all the Participants
Table 8.9 demonstrates that participant A and C felt that the flexibilities within the Health Act 
encouraged partnership and benefited the services, whereas participant B was not sure whether it 
encouraged partnership and if it did there would be some issues surrounding some of the types of 
flexibilities used, such as integration of management.
8.10 The Role of Social Care and the Role of Health Care
Table 8.10: The role o f social care
Participant Title Themes / Aspect
B
Director of Mental 
Health & 
Specialist Services
Director of 
Operations in a 
Community 
Hospital
^  Aspects of a person’s daily life.
Help and support to be able to live, work, have friends, have a 
home and participate in leisure activities which promote their 
independence.
Health care is good at treating.
Health care is not good at looking at a person holistically.
To identify and meet those important aspects of a person’s daily 
living which has a major impact upon a person’s health.
/  Enabling someone to continue to manage to live independently. 
^  Helps them to maintain their independence as much as possible. 
^  A low, medium, or high need.
Won’t receive social care support unless they can fund it 
privately or until they are high need. / defeats the purpose of 
health promotion and illness prevention.
'C Still a focus around the high need.
Need to start addressing some of the lower needs.
To support people within their own homes more.
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Table 8.11: The role o f health care
Participant Title Themes / Aspect
C Acting Director of 
Social Services
Looking at the role of health puts it into a compartment.
Role of health and social care professionals together is to create 
a more streamlined and effective care plan / care pathway. 
Outcome is to enable people to stay at home healthier.
Requires everyone’s contribution.
8.10.1 Participant A
Table 8.10 shows the participant’s interpretation of the role of social care. It was thought that the 
role of social care is to support a person in their daily life and promote their independence. The 
participant compared the role to health which it was felt was good at treating but not so when 
looking at an individual in a holistic manner:
...we’ve not actually been very good about actually looking at that in a holistic way around 
how the impact o f  a person’s environment and their home, and their relationships can impact 
upon their health.
(Participant A)
The participant gave an overall suggestion of the role of social care:
The role o f social care is actually to identify and meet those important aspects o f  a person’s 
daily living which, is as Isay, have major impact upon a person’s health.
{Participant A)
8.10.2 Participant B
Table 8.10 shows the participant thought the role of social care to be helping someone to continue 
to manage to live as independently as possible. However, the participant felt that despite this 
being the role of social care it was mentioned that a low, medium and high need criterion was in 
place in social care, and therefore some people would not get any social care support unless they 
could fund it privately or until they do become classified as high need. The participant felt that 
this conflicted with the purpose of health promotion and illness prevention:
...if you don’t identify at an earlier stage that people are developing social isolation or 
general mobility difficulties or their nutritional status is going downhill, which has an affect on 
their memory, then how do you do the prevention bit that stops them from going into the high 
need... (Participant B)
The participant gives an example of this occurring:
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People have ended up in high need before they got help and they have say fallen, they’ve 
ended up in hospital as a result o f the fa ll and the family have gone phew! Thank goodness that 
has happened, you know, so mother’s ok but now she’s fallen we can get her into a home and so 
its almost a relief because she’s now high need and we can push the next stage o f getting her into 
a home, whereas I  fee l that i f  we could get it right and have fa r more social care support earlier 
on, the family would not have fe lt such a great burden or a lonesome burden, you know worrying 
about that individual continuing in their own home.
(Participant B)
The participant felt that more efforts have to put on the lower needs in order to avoid an 
individual progressing towards the high need category through having more support in homes.
8.10.3 Participant C
Table 8.11 shows the participant’s response to the role of health care. However, the participant 
felt that looking at the role of health solely put it into a compartment. It was preferred to look at 
the role of health and social care together which will produce an effective care plan. The outcome 
would result in people being able to stay at home and be healthier, and would require contribution 
from all professionals.
8.10.4 Comparison of all Participants
Table 8.10 shows participants A and B’s responses to the role of social care. Both felt that the 
role of social care was to support an individual to help them to be as independent as possible. 
However, participant A felt that health did not look at a person holistically and that social care 
provided these aspects. Conversely, participant B commented on how social care can be 
improved if it is to fulfil its role to those needing social care.
Table 8.11 shows participant C’s response to the role of health care. However, the participant 
chose to look at it as the role of health and social care which the other participants did not do. 
Instead, participant C felt it was the role of both health and social care together to enable a person 
to stay at home and be as healthy as possible which participants A and B felt was the role of social 
care.
8.11 Successful Partnership 
Table 8.12: Successful partnership
Participant Title Themes / Aspect
A Director of Mental 
Health & 
Specialist Services
Client is satisfied.
'C High moral of staff.
^  Happy to interchange and actually transfer between agencies.
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B Director of 
Operations in a 
Community 
Hospital
^  Frank discussion about something that’s gone wrong.
^  Some creative solutions for the future without either party 
feeling criticised or upset or precious about the system.
C Acting Director of 
Social Services
One that knows what its direction is, what its seeking to 
achieve.
Constantly thinking about the outcomes for its users and 
developed their organisational planning and pathway to achieve 
this.
^  Include all the stakeholders
8.11.1 Participant A
Table 8.12 shows the participant felt that a successful partnership is where a client is satisfied. It 
was felt that to satisfy the client, partners need to come together and provide for their needs:
... there’s a distinction between who is providing what, but actually that person’s needs are 
met and i t ’s the partners pulling together to make sure that the person’s needs are fully met and 
that they ’re satisfied and because that doesn’t happen all the time simply because we can always 
argue that there are never enough resources in the system to be able to meet everybody’s needs 
all the time.
(Participant A)
The participant also suggested that if staff moral is high and not because of any supporting 
resources then it is an indication that partnership is working well. Additionally, if staff are happy 
to interchange and transfer between agencies, which according to the participant is occurring, then 
this is also a sign of successful partnership:
...the fact that people are actually happy to interchange and actually transfer between 
agencies which we are now actually getting quite a bit o f  now.
(Participant A)
8.11.2 Participant B
Table 8.12 shows that the participant felt that there would only be a successful partnership if two 
people could have a frank discussion about something that has gone wrong and were able to come 
up with solutions for the future without either party feeling criticised, upset or precious about the 
system.
8.11.3 Participant C
Table 8.12 shows the participant felt that a successful partnership amounted to a partnership that 
had direction and awareness of what it wanted to achieve. However it was expressed that 
outcomes should be continuously thought about which should have the necessary planning and
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pathway to meet these outcomes. It was further expressed that all stakeholders should be 
involved within this:
... has all the stakeholders significantly involved in that direction and supporting it and works 
very closely with the people its serves to both improve and improve practice o f the service or 
whatever it happens to be and also to get involved with further design o f the service.
(Participant C)
8.11.4 Comparison of all Participants
Table 8.12 shows that all of the participants had different accounts of what they believed to be a 
successful partnership.
8.12 Ways in which a Partnership’s Success is Measured 
Table 8.13: Ways in which a partnership’s success is measured
Participant Title Themes / Aspect
A Director of Mental 
Health & 
Specialist Services
^  Ask customer / for any areas for improvement. 
Performance indicators.
B Director of 
Operations in a 
Community 
Hospital
Ask staff about how they manage critical incidences and what 
they have leamt from them.
How complex needs of patients have been managed, the type of 
pathway they’ve gone through, and how much joined up 
working there has been in the pathway.
'C With more joined up working whether there have been changes 
to the rebounding of patients.
C Acting Director of 
Social Services
'C Outcomes are clear and decide measurable targets.
8.12.1 Participant A
Table 8.13 shows that the participant felt that the simplest approach to use is to ask the customer 
as to whether any improvements can be made. The participant felt that this was the most 
appropriate method to use:
...at the end o f  that day I  ask the customer and where there are areas that we can improve 
and it may be a very simple approach. I  can Y think o f a better one.
(Participant A)
However, the participant did acknowledge that there are the performance indicators available that 
also measure the success such as:
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...we are reducing the number o f  admissions to acute psychiatric beds and we ’re discharging 
people quicker and people are not relapsing and coming back. This in itself is arguably is 
evidence o f the services working and i f  partnership is the means to, as one o f the tools to actually 
improve services then arguably, you know, i f  you take those sort o f  quality measures and 
indicators that things are improving then arguably you ’ve got shall we say yo u ’ve got some things 
right.
(Participant A)
8.12.2 Participant B
Table 8.13 shows the participant felt that the success of partnership could be measured by asking 
staff how they managed incidences and what was leamt from them. Additionally, the participant 
thought it would be an idea to look at joined up working amongst people with complex needs and 
the pathway taken. Also seeing whether joined up working has affected those individuals that 
rebound into the system can be evidence.
It was expressed that there are many different indicators that can used as a measurement:
. . . I  think you could use lots o f different indicators really.
(Participant B)
8.12.3 Participant C
Table 8.13 shows that the participant felt that if the outcomes are clear, then targets can be set, but 
they should be measurable.
8.12.4 Comparison of all Participants
Table 8.12 shows the participants all thought that the success of partnership could be measured 
with different types of performance indicators. However, other ways were suggested as well by 
the participants, such as asking the clients themselves.
8.13 Improvements in Partnership
Table 8.14: Improvements in partnership
Participant Title Themes / Aspect
A Director of Mental ^  Greater understanding of partnership and its meaning.
Health & Understanding the issues of giving something away.
Specialist Services It is all about control.
^  Support duty of partnership with training.
B Director of ^  Needs to be formalised more.
Operations in a ^  Shouldn’t be two organisations but one.
Community ^  The opportunity to barter over pools of money will cause
Hospital problems.
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^  Budgets for outcome - a resource for managing a client group.
'C Designed around the client group services instead of around 
health and around social services.
An element of organisations telling people what they need 
rather than identifying with individuals what they want.
C Acting Director of ^  Cultural and practise issues._Understand integration and
Social Services partnership and what comes with it.
People must really want to do it.
People who are prepared to lead a new way of doing things.
Help people to work together.
^  Why we are here together as an integrated team.
^  What is it about?
________________________________ ^  Building up credibility, confidence and trust________________
8.13.1 Participant A
Table 8.14 shows the participant felt that there needed to be a greater understanding of partnership 
and its meaning. It was expressed that from the top of the organisations there needed to be an 
understanding of the issues of giving something away. It was thought that people at the top of the 
organisation were the culprits since it is about control;
I  think to understand the whole issue giving something away because sometimes people at the 
top o f organisations are the worst offenders because it is all about control, and yet they work in 
partnership but yet a quote I  have to make -  somebody once said: I ’m very keen on working in 
partnership (and this was at a meeting I  attended), and this is how we are going to do it. And to 
me that, it had lost his potential partners straight away...
(Participant A)
It was felt that this type of attitude needed to be addressed through organisational behaviour and 
that there had to be recognition that the behaviour and approach of those at the top can affect how 
well partnership would work:
...it’s time out fo r  boards o f  most organisations with a specific focus on organisational 
behaviour and recognising how their particular approach and behaviour may mitigate against 
partnership rather than promote it.
(Participant A)
Therefore, the participant felt that training needed to be in place to support partnership in order to 
gain more effective partnerships through concentrating on the ‘how’:
...if you could actually support this duty o f partnership with the training on the how, then I  
think you would actually get more effective partnerships out o f it.
(Participant A)
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8.13.2 Participant B
Table 8.13.2 shows the participant felt that partnership needed to be formalised more by having 
one single organisation instead of two. The participant did acknowledge that the government is 
proposing such arrangements by bringing in Care Trusts:
...under one organisation which o f course is some o f the proposals that’s coming in the Care 
Trusts...
(Participant B)
However, the participant felt that while there is the opportunity to barter over the pools of money, 
there will be problems. If the budgets did merge and become a budget for outcomes then it 
would be a single resource for managing a client group. The participant additionally felt that the 
services should be designed around client groups as opposed to a system that centres the 
organisation around health, and the same for social services.
Another are that the participant thought required improvement was where organisations would tell 
people what they needed as opposed to involving the individuals in those decisions.
8.13.3 Participant C
Table 8.13 shows the participant felt that the cultural and practise issues needed to be addressed. 
Additionally, it was expressed that having leaders that understand integration and partnership is 
vital.
The participant also thought in order to take partnership forward, at the inset all the people must 
really want to do it and there must be people who are prepared to take the lead in this new way of 
approaching matters and aid those working together.
The participant gives an example of this using an integrated team:
...ifyo u ’re trying to get an integrated team fo r older people together in the community, both 
from  an assessment point o f  view and home support point o f  view, you have to value fo r  example 
the contribution o f social work, the contribution o f district nurses and the contribution o f  the 
home care staff...
(Participant C)
Therefore, the participant reiterates the need to resolve the cultural issues through focussing upon 
why the integrated team are together, what it is about, and therefore help to build confidence, 
credibility and trust.
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8.13.4 Comparison of all Participants
Each participant expressed their concerns of where improvements were needed for partnership to 
improve. All the participants gave a different aspect for improvement.
Table 8.13 shows that participants A and C felt that there needed to be more understanding of 
partnership and what it’s about. Participant B felt that unless the funding arrangements were 
redesigned into a single fund, then partnership would not improve.
8.14 Effective Areas where Partnership is Occurring within Health and Social 
Services
Table 8.15: Areas where partnership is working effectively
Participant Title Themes / Aspect
A Director of Mental Strongest in mental health services.
Health & To a lesser extent in adults with learning disabilities.
Specialist Services ^  Works reasonably well in children services.
It’s been least effective and where more effective partnership 
working is needed is in older people services.
Partnerships in older people services are not working well.
B Director of Areas of greatest difficulty.
Operations in a 
Community 
Hospital
^  Managing delayed discharge and intermediate care.
C Acting Director of Mental health.
Social Services ^  Infrastructure more developed.
^  For older people partnership is beginning.
'C No long term public policy vision for older peoples care and 
independence.
Learning disability has been varied.
Better funding arrangements needed.
8.14.1 Participant A
Table 8.15 shows the participant believed that partnership is working most effectively in mental 
health services. It was felt to be working to a lesser extent in adults with learning disabilities 
because the health services have advocated instead of joining with these services;
...think the health service has kind o f in many respects advocated rather than joined in 
services fo r people with, fo r  adults with learning disabilities.
(Participant A)
It was believed that partnership is effective amongst children’s services due to the commitment of 
the staff within the services:
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It works reasonably well on children services and I  think it’s out o f  a strong sense o f  
commitment from people working in children services.
(Participant A)
Where partnership is required to work more effectively is around older people’s services. The 
participant emphasised this by pointing out the media coverage surrounding older people’s care:
I  mean yo u ’ve only got to think about the headlines that you read about older people who are 
the largest users o f acute general hospital services waiting on trolleys fo r  treatment; cannot get 
discharged early enough or when they are discharged they are not effectively supported in the 
home.
(Participant A)
It was felt that this was because partnerships were not working well within older people’s care. 
This confirms the findings from the previous chapter, the life continuum, where the policies and 
legislation surrounding older people’s needs were scarce, thus implying that there is limited 
direction given to organisations, professionals and partnership working.
8.14.2 Participant B
Table 8.15 shows the participant felt that partnership was most effective in those areas of greatest 
difficulty, such as managing delayed discharges and intermediate care. The reasoning behind this 
was that pressures are high and that health and social care services have to work together in order 
to deal with these pressures:
I  think that’s probably the pressures are so great there that they’ve had to get on and start 
talking to each other to get some o f these things dealt with... I  think there is certainly cooperation 
and there’s an understanding we need to work together.
(Participant B)
8.14.3 Participant C
Table 8.15 shows that the participant believed that mental health was an area where partnership 
worked well because of its longer tradition of partnership, which in turn has a better infrastructure 
in place:
/  certainly think mental health has had a longer tradition o f partnership working and is 
therefore got that infrastructure better developed and could probably go to new partnership 
organisations quicker than others.
(Participant C)
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It was thought that partnership is beginning to occur amongst older people’s services. It was felt 
that there have been drivers that have instigated the push for partnership within this particular 
client group such as:
They’ve been helped by a range o f things over the last couple o f years like the National 
Service Framework fo r  Older People, like additional funding fo r building capacity fo r  services 
fo r  older people.
(Participant C)
However, it was felt that despite these policies there was still no long term public policy vision in 
place for older people that would push partnership further. It explains that the policies in place 
are fragmented and that there should be policy that takes a stance with older people and should aid 
partnership:
There’s lots o f  ingredients, lots o f  bits o f jigsaw national standards fo r  particular kinds o f  
services and particular ways o f working but no real strong public policy position and until we get 
that really sorted, which is at both a political and a professional issue, then I  don’t think you ’II 
get the levers as much.
(Participant C)
Participant C’s thoughts match the findings from the life continuum in Chapter 7. The life 
continuum demonstrated that the policies surrounding older people’s care were fragmented and 
scarce unless certain criteria were met in order to have their needs met.
The participant expressed that the effectiveness of partnership within learning disability services 
were varied and that there was not a national public policy in place to guide this care.
It was expressed that until better funding arrangements are in place, then there will be continued 
tensions between both health and social services.
8.14.4 Comparison of all Participants
Table 8.15 shows that participants A and C were in agreement that mental health is the most 
effective area where partnership occurs and that older people’s services is where there has to be 
more focus. This is supported by the Audit Commission (1985) whom reported that older people 
were the client group in need of collaboration (Chapter 2). However, participant B was under the 
impression that in those areas where there are difficulties, such as delayed discharges, this would 
be the most effective area where partnership occurred.
The findings in Chapter 7 support the participants’ thoughts that partnership working is needed
most amongst older people’s care, since there is a lack of complementary health and social
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policies directing professionals. The reason why participants A and C have this view is because 
they are from a background of health and social care, amounting to a number of dimensions and 
not just a medical dimension. Participant B’s thoughts on partnership working the most 
effectively in the problems areas that are associated with older people demonstrates that the 
government is focussing upon areas where care is most needed. In Chapters 9 and 10 it will 
become clear whether partnership working is effective in older people’s care.
8.15 Conclusion
This chapter has explored partnership working and what it means to health and social care 
professionals and to their respective organisations. Since these professionals are leaders within 
their organisations, their thoughts and experiences will shape their staff to work in partnership 
with other organisations and professionals to deliver care. Additionally, these thoughts bring to 
light the current views of partnership working and give further direction to both health and social 
professionals in their roles as care providers.
Both the health and social care professionals have seen improvements in partnership working 
since 1997, but still believe that further improvements need to be made, such as having a better 
understanding of and training in partnership working. Additionally it was thought that partnership 
working is not as effective as what it should be within older people’s services. However, it was 
also viewed that partnership working was at its most effective in issues surrounding older 
people’s care, such as delayed discharge and intermediate care. The next chapter will see if this is 
so.
The following chapter will examine the level of involvement of organisations and professionals in 
older people’s services, but especially in the discharge of older people and which organisations 
are involved in older people’s care and therefore have to work in partnership with each other. 
Following this. Chapter 10 will examine how effective partnership working is within older 
people’s services.
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Chapter Nine
Research Findings 3: The Involvement of Organisations and 
Professionals in the Hospital Discharge of Older People
(Survey of Acute Trusts and Primary Care Trusts on Older People and Hospital 
Discharge)
9.0 Introduction
In the previous chapter partnership working was looked at in depth to determine its current state 
and also what can be done to improve it and where its application was needed most within the 
system. The chapter’s outcome has led to older people as a client group being the focal point of 
the remaining research, since it was noted as being the area which needed partnership working the 
most. Additionally, Chapter 7 also verified this client group as an area of focus since the 
legislation and policies addressing this area are fragmented and scarce. However, during this 
research the government has attempted to address this gap and has introduced the National 
Service Framework for Older People, which was published at the end of March 2001.
This chapter focuses upon older people and the topic of discharging them from acute care; to 
establish which organisations and professionals are the main key players in the care of older 
people.
9.1 Key Players in the Planning of Older People’s Services
The prevention aspect of the care of older people encompasses the planning of older people’s 
services which is vital to their care.
There are a number of key players in the care of older people. The planning of older people’s 
services requires these organisations and professionals to work together to meet the many needs 
of an older person. The majority of prevention is encapsulated within the planning of older 
people’s services within the community and primary care sector instead of the acute sector.
Figure 9.0 shows the main key players in the planning of older people’s services, alongside the 
PCTs as well as the extent of involvement of these players, which are:
■ Local authority social services
■ Acute sector
■ Voluntary organisations
■ Other PCTs
■ Local authority housing department
■ Independent sector
■ Strategic health authorities
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Figure 9.0 also shows there are other key players, however they only account for less than 21 
percent of PCTs who mentioned these. However, the users, carers and GPs have been discussed 
since users and carers are at the heart of delivery and it is interesting to see that it is at the lower 
end of figure 9.0. Similarly for GPs, their stake in planning is very low.
9.1.1 Social Services
Figure 9.0 shows that 99 percent of PCTs said social services are a key player in planning. In 
meeting the needs of older people, social services play a vital part in the provision of social care 
and helping an older person to maintain their independence as far as possible.
9.1.2 Acute Sector
Figure 9.0 shows that 97 percent of PCTs said acute trusts are also a key player. The acute and 
primary care sector are closely linked in the care of older people. Currently older people use the 
acute sector’s resources to its fullest, which entitles the acute sector to be involved in order for 
them to voice their concerns and issues which could be resolved in the planning. This will assist 
the acute sector by helping to alleviate some of the problem areas, such as relieving the pressures 
of delayed discharges and hence releasing acute beds for other patients.
Figure 9.0: The key players involved with the PCT in planning older peoples’ services in the local health 
community
100%
90%
80%
30%
9.1.3 Voluntary Organisations
Figure 9.0 shows that 93 percent of PCTs said voluntary organisations are a key player. 
Voluntary organisations provide further support and additional services within older people 
services such as meals on wheels and day centres. By having them involved it allows the PCTs to 
fully exhaust all the available resources for the benefit of older people.
202
Ludmila lyavoo Chapter 9
9.1.4 Other PCTs
Figure 9.0 shows 85 percent of PCTs which have other PCTs as key players. Other PCTs provide 
additional services which encourages efficiency between the PCTs. Also by the PCTs working 
together it improves partnership working but also gives the opportunity of sharing learning 
experiences which can contribute towards the efficiency and effectiveness of services.
9.1.5 Local Authority Housing
Figure 9.0 shows 82 percent of PCTs understood housing departments to play a major part in the 
planning stage of older people’s services. Housing departments help older people to stay in their 
own homes by providing safe living environments through services such as home adaptations to 
specific accommodation requirements. The involvement of the housing departments in the 
planning process enables them to put forward suggestions and provide an update on available 
resources.
9.1.6 Independent Sector
The independent sector is a key player in the provision of older people’s services through services 
such as residential or nursing care homes to equipment services. 82 percent of PCTs said that the 
independent sector is a key player in the planning of older people’s services (see figure 9.0). This 
is a large percentage which highlights that this particular sector has a large stake in older people’s 
services.
9.1.7 Strategic Health Authorities
Figure 9.0 illustrates that 66 percent of PCTs said that strategic health authorities are a key player 
in older people services. They have a different role in comparison to their predecessors, health 
authorities. Their responsibilities surround monitoring performance instead of commissioning 
services, as they have devolved many of their responsibilities to the PCTs. This has given PCTs 
more control over the planning of services. However as figure 9.0 shows, over half of PCTs are 
involving strategic health authorities in the planning of older people’s services.
9.1.8 Users and Carers
Figure 9.0 shows that only 20 percent of PCTs stated that users and carers are involved in the 
planning of older people’s services. This percentage is low especially since the government’s 
drive has been to put patients at the centre of care. Therefore, consulting the users and carers in 
the planning stages of services is vital to the success of services since the service provision would 
have been developed with their views and concerns in mind.
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9.1.9 GPs
It must be noted from figure 9.0 that only 1 percent of PCTs said that GPs were a key player in 
the planning of older people’s services. This shows that although the OP was once known as the 
‘gatekeeper,’ this is no longer so, and that there has been a shift in culture in that other 
organisations and professionals are more central to the planning of older people’s services. 
However, GPs still play a major part in the care of older people and therefore their involvement in 
the planning is vital. By PCTs not involving GPs in the planning this can affect partnership 
working between both PCTs and GPs.
9.2 Obstacles in the Development of Older People’s Services
There are a number of obstacles in the way of the development of older people’s services.
Figure 9.1: The frequency of obstacles in the development of services for older people
D Don't Know
Unstable organisational structures mm □ Never
Other healthcare prio rities taking 
precedence at a  national level
□  Rarely
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Other healthcare priorities taking 
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9.2.1 Lack of a Clear Picture of Services Available in the Locality
Figure 9.1 reveals that occasionally, if not rarely, PCTs thought the lack of a clear picture of 
available services in the locality was an obstacle. This could be remedied by the increase in 
circulation of their planning document amongst those within and outside of the PCT.
9.2.2 Lack of Clear Leadership within the Local Health Community
Figure 9.1 shows that PCTs feel that the lack of clear leadership is occasionally or rarely an issue. 
If the lack of clear leadership is an issue it is because a vision and goals for older people services 
have not been set up, and if it has it may have not been sufficiently circulated amongst the 
management team (see Chapter 10, section 10.12). Chapter 10, section 10.12 shows that the joint
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planning document was circulated amongst less than 60 percent of the PCTs’ management teams. 
The planning document is a vision with goals stated, and therefore should be circulated amongst 
the management in order to avoid the lack of clear leadership becoming an issue.
Additionally, the circulation of such a document to the key stakeholders must be a necessity in 
order for them to provide clear and consistent leadership in all aspects of older people’s services.
9.2.3 Failure of Particular Groups to Engage with New Initiatives
Figure 9.1 shows that 54 percent of PCTs reported that occasionally the failure of particular 
groups to engage with new initiatives was an issue and 31 percent said it was rarely an issue. A 
reason for this could be due to the PCTs not involving these particular groups in the planning 
stages. Chapter 10 section 10.12 shows how much the PCTs circulate the planning 
documentation to other groups within and outside of the PCT. Chapter 10 section 10.12.1 shows 
that less than 60 percent of PCTs circulate the joint planning document amongst groups within the 
PCT, and Chapter 10 section 10.12.2 shows less than 60 percent of PCTs circulate the document 
to groups outside the PCT. Increasing the circulation of such a document can help to resolve 
issues at an earlier stage as well as increase awareness of services and new initiatives.
Additionally, figure 9.0 shows the key players involved in the planning stages, and demonstrates 
that there are some groups that have not been included as much as one would expect, such as the 
GPs and users and carers. This demonstrates that during the planning stages if the key players are 
not being fully involved, then it is not surprising to see that there is occasionally a failure to 
engage particular groups with new initiatives.
9.2.4 The Balance of Health Funding between Acute and Community Services
Figure 9.1 shows that the issue of funding between acute and community services is always an 
obstacle for PCTs, as 54 percent said it was always an issue and 37 percent said it was 
occasionally an issue. Funding has always been an issue in health care services but recently it has 
been felt that there is more focus upon the acute services in relation to both funding and 
performance. There is a general consensus that the government is too acute focused in its drive 
and targets (Banks, 2002).
Primary care needs to be focused upon more but policy driven documents are too acute focussed 
to let this happen (Audit Commission, 2002). If primary care was more focused upon primary 
care, especially in older people’s services, then there would automatically be benefits for the acute 
sector through the alleviation of some of its pressures.
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9.2.5 Lack of Specialist Staffing within Community Services
Figure 9.1 shows that PCTs felt that this was occasionally or always an obstacle in the 
development of older people’s services. Physiotherapists and occupational therapists are in short 
supply, which consequently may have an affect upon the development of older people’s services. 
Other professional shortages such as nurses and doctors may also hinder the development.
However, the government has noted the lack of specialist staff and the repercussions of this and 
has addressed this in the NHS Plan which aims to provide over 200 more consultants specialising 
in treating older people; an extra 7,800 nurses and 2,500 therapists and other health professionals 
in the care and support of older people (Secretary o f State for Health, 2000).
9.2.6 Lack of PCT Management Resources
Figure 9.1 shows that 48 percent of PCTs occasionally and 27 percent of PCTs rarely thought the 
lack of PCT management resources was an obstacle. The availability of resources is always an 
issue and the problem of reducing this obstacle can be tackled in a variety of ways. This can be 
done through additional funding or creating innovative ways in using the current resources in 
order to release some.
9.2.7 Other Healthcare Priorities Taking Precedence at a Local and National Level
At a local level, figure 9.1 shows that 53 percent of PCTs occasionally and 25 percent always feel 
that other healthcare priorities taking precedence is an obstacle. In recent years there has been a 
steep increase in government targets. This has had both positive and negative impacts upon 
healthcare, and one of the negative impacts is priority setting. However, these targets are 
government driven and carry implications if the target is not met. Therefore, this will 
automatically put those which incur heavy penalties as high priority.
At a national level, figure 9.1 shows that 38 percent of PCTs thought other healthcare priorities 
were always taking precedence at national level, and 48 percent thought that this was happening 
occasionally. These figures show that it is a major obstacle in the development of older people’s 
services. Since these priorities are nationally driven, there are heavy penalties. Additionally, 
other organisations involved in the development of older people’s services may have higher 
priorities which they have to address, therefore leading to partnership working issues. The 
development of older people’s services can only be maximised if all involved realise and treat it 
as a priority.
9.2.8 Unstable Organisational Structures
Figure 9.1 demonstrates that 44 percent of PCTs felt that occasionally unstable organisational 
structures were an obstacle, 24 percent rarely and 17 percent never. Since 1948, health and social 
care provision have been subject to constant structural change. However, there are still changes
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going on such as the new strategic health authorities and the transitions of PCGs to PCTs. The 
current government has in place a ten year plan to modernise the NHS, as well as modernising the 
government, and once these changes come to an end then it is expected the changes in structure 
will become less of an obstacle in developing older people’s services. At the moment, the 
changes that are being brought in by the government are there to benefit older people and their 
services.
9.3 Commissioning and Providing Older People’s Services
PCTs have a heavy stake in the care of older people. Their main role is to look after their local 
health community. Therefore, they are in the mainstream of commissioning and providing older 
people’s services.
79 percent of PCTs are the lead agent in commissioning older people services and 20 percent have 
another organisation which takes the lead in the commissioning. This constitutes a large 
percentage of PCTs that do commission older people’s services and are therefore major players in 
the provision.
However, the 20 percent of PCTs that do not take the lead in commissioning older people’s 
services have either social services or other PCTs to commission the services on their behalf. Of 
the 20 percent of PCTs who do not lead, 94 percent of these PCTs have another PCT and 6 
percent have social services to commission on their behalf. Those organisations that are 
commissioning older people’s services on behalf of the PCTs are appropriate organisations to do 
so and will aid the efficiency of the PCTs.
9.4 Hospital Admission Avoidance Initiatives
Prevention is also applicable when services are provided as an avoidance mechanism into acute 
sector with the health matter being treated by a number of organisations. Figure 9.2 shows there 
are currently seven main hospital initiatives; 28 percent equate to other types of services that are 
being used and the other initiatives mentioned only account for less than 10 percent of PCTs 
which use these types. Also figure 9.3 shows the involvement of other organisations in seven 
main initiatives.
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Figure 9.2: Hospital Avoidance Initiatives for Older People set up by PCTs
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Figure 9.3: Organisations that have set up the main hospital avoidance initiatives with the PCTs
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9.4.1 Rapid Response
Figure 9.2 shows the most popular initiative to be set up has been Rapid Response, with 80 
percent of PCTs setting up the service. 53 per cent of PCTs have set up Rapid Response teams 
with social services (see figure 9.3), followed by 72 percent of PCTs with acute trusts. This
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shows that both social services and acute trusts are important organisations in this particular 
initiative. This is due to the nature of Rapid Response. Rapid Response is a service designed to 
prevent avoidable acute admissions by providing rapid assessment/diagnosis for older people 
referred from GPs, A&E, NHS Direct and Social Services and (if necessary) rapid access on a 24 
hour basis to short term nursing/therapy support and personal care in the patient’s own home 
(Department of Health, 2001a). Since Rapid Response teams can consist of both primary and 
acute care professionals both of these sectors can provide such a team, and therefore those PCTs 
that have set up Rapid Response with the acute sector are most likely to have acute professionals 
present within the team.
Social services, however, is the organisation with which 53 percent of PCTs have set up this 
initiative. Social services and its professionals, social workers, represent the social care 
perspective in Rapid Response.
9.4.2 Hospital-at-Home
Figure 9.2 shows the majority of PCTs (63 percent) did not have the hospital-at-home service nor 
did they know about this type of service. The PCTs that have set up this service have done so 
with a small percentage of other organisations. Figure 9.3 shows that 17 percent of PCTs have set 
up the initiative with other PCTs and 15 percent have done so with social services, followed by 12 
percent with acute trusts.
A Hospital-at-Home Service has only been set up by 37 percent of PCTs (see figure 9.2) but this 
could change as the progress and impact of all of these initiatives comes to light. Hospital-at- 
Home is a service that provides active treatment by health care professionals, in the patient’s 
home, of a condition that otherwise would require acute hospital in-patient care, always for a 
limited period.
9.4.3 ‘Step-up’ Unit
The ‘Step-up’ unit is where an older person cannot receive the right support at home and needs to 
be in a unit that provides a more intense support system for older people that does not require 
acute care. This type of unit is popular amongst PCTs, with 55 percent providing this service to 
older people (see figure 9.2). This leaves 45 percent of PCTs not having or knowing about the 
unit.
However, out of the 55 percent of those PCTs that did have a ‘Step-up’ unit, 35 percent of these 
have set up the unit with social services, followed by 17 percent setting up on their own. Only 11 
percent of PCTs have used acute trusts to set up these units.
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9.4.4 Home Improvement and Repair Scheme
Figure 9.2 shows the Home Improvement Scheme is popular and is also making an impact with 
PCTs. 61 per cent of PCTs have set up this hospital admission avoidance initiative. The scheme 
attempts to keep an older person within their home and as independent as possible. Figure 9.3 
shows that 31 percent of PCTs have set up this scheme with local authority housing. This is 
because the services that are being provided are best suited with the activities carried out by the 
housing departments. Following this, 29 percent of PCTs used social services. This shows that 
social services’ responsibilities cover a variety of areas, not only social care but also all aspects 
that result in an older person being able to live as independently as possible.
Following social services, the independent sector is being used to focus upon this area, with 21 
percent of PCTs setting up the scheme with them. This figure could increase over time but it is 
dependent on a variety of factors such as cost and quality of care.
9.4.5 Day Hospital
Day Hospital is where older people from the community go into an acute setting for a day to be 
seen by acute sector professionals (Department of Health, 2001a). Figure 9.2 shows that 72 
percent of PCTs have set up this service.
Figure 9.3 shows that 34 percent of PCTs have used acute trusts to set up the service. Acute trusts 
already have in place day hospitals to serve other purposes and client groups, therefore setting up 
one with the PCT for older people would only seem natural. Both professionals from the primary 
and acute sector are needed. 24 percent of the PCTs have set up the service on their own, whilst 
17 percent have set up with social services.
9.4.6 Active / Healthy Ageing Schemes
Figure 9.3 shows that 61 percent of PCTs have such a scheme. The 61 percent of PCTs that did 
have this scheme have been set up by a variety of organisations (see figure 9.3). Figure 9.3 shows 
25 percent of PCTs have set it up on their own, followed by 21 percent who said that social 
services set up this scheme and 17 percent quoted the independent sector. The remaining 
organisations, which also set up this scheme with the PCTs account for less than 10 percent of the 
61 percent who have taken part.
The main organisations to set up such a scheme are those who have a large involvement in older 
people’s services and would naturally be the organisations to set up hospital avoidance initiatives, 
since they have a responsibility towards older people. However, acute trusts also have a large 
stake in older people’s services and only 5 percent of PCTs said that they set up the scheme with 
acute trusts (see figure 9.2).
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9.4.7 Specialist Facilities for the Mentally 111
Figure 9.2 shows that 53 percent of PCTs have specialist facilities for mentally ill as a hospital 
admission avoidance mechanism. Figure 9.3 shows 36 percent of PCTs have set up this initiative 
with mental health trusts, followed by 27 percent with the independent sector and 20 percent with 
social services.
9.5 Areas for Improvement in the Development of Older People’s Services
Figure 9.4 reveals where PCTs thought the gaps were in older people’s services and where the 
improvements needed to be made.
Figure 9.4: Aspects of Older People Services where PCTs have Identified as a Priority for Further 
Development
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9.5.1 Preventive Services to Promote a Healthier Lifestyle
Figure 9.4 shows that 59 percent of PCTs think that improvements need to be made in preventive 
services to promote a healthier lifestyle. This shows that there needs to be more focus around 
primary care and the health of an older person instead of the illnesses of an older person, 
accompanied by the acute sector focus. Therefore, adopting more of a holistic approach and not 
following the medical model exclusively.
If there is more focus surrounding this area, then there will be benefits for the acute sector since 
they will not experience as much of the current pressures due to the volume of older people 
occupying acute beds. However, the government are still too acute sector focussed, which is
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demonstrated by their performance targets which are acute driven. Therefore, the government 
needs to focus correctly in order to see the benefits of prevention around the system.
9.5.2 Services to Provide an Alternative to Hospital Admission for the Unwell
Figure 9.4 shows that 54 percent of PCTs felt that there was a need for further improvements in 
the provision of an alternative to hospital admission for the unwell. This demonstrates that 
despite the number of hospital admission avoidance initiatives that are being used nationally, 
there is still scope for further improvements and usage of current initiatives by the PCTs.
The two most popular hospital admission avoidance services being used are the ‘Rapid Response’ 
and the ‘Day Hospital’ (see figure 9.2). 80 percent of PCTs have set up Rapid Response and 72 
percent have set up ‘Day Hospital’ initiatives. Other initiatives that have been put in place are 
schemes such as ‘Step-up’ units and ‘Hospital-at-Home’. This demonstrates that there are 
initiatives available but despite this there are still problems in the system if 54 per cent of PCTs 
(see figure 9.4) are relaying that improvements still need to be made.
9.5.3 Specialist Residential Facilities for the Elderly Mentally 111
This gap is a major concern for PCTs, with 48 percent of PCTs feeling that improvements have to 
be made here. These types of facilities are mainly provided by the mental health trusts, the 
independent sector and social services as figure 9.3 shows. However further improvements need 
to be made.
9.5.4 Services to Provide Rehabilitation Outside Acute Care for those in Hospital
Figure 9.4 shows 46 percent of PCTs felt that further improvements are needed in rehabilitation 
post acute care in primary care. In having as much of the rehabilitation process within the 
community as possible then the care would be continuous and less fragmented. Even if 
rehabilitation occurs within the acute setting, the transition to community and the joint working 
between the two sectors needs to be at its optimum in order for the client to benefit from the care.
Some of the initiatives that are available are ‘Step-down’ beds and accommodation which allows 
older people to leave acute care and continue their intense rehabilitation in a more residential- 
based environment or within acute hospitals. However, as figure 9.2 shows only 6 percent of 
PCTs have set up such a service and so there is a large amount of development that can take place 
to improve this area.
9.6 Patients’ Post-Acute Care Needs
The patient assessment process begins in the hospital at different stages for different hospitals. It 
is dependent upon when the hospital’s own policies suggest to begin the process. The process can 
occur at different stages in an elective or emergency admission.
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The patient assessment process assesses the patient’s post acute care needs. Post-acute needs 
assessments require a number of professionals to work within a team, a multidisciplinary team, 
due to the variety of needs of an older person which are to be met.
9.6.1 Timing of the Patient Assessment Process for Elective Admissions
Table 9.0: Descriptive statistics for the timing of the assessment process for an older patient in adult and 
general acute care (estimated percentages for elective admissions)
In the commumty 
before admission
On the day of 
admission
During inpatient 
stay
Following 
Consultant’s decision 
to discharge
N Valid 169 169 169 169
Missing 0 0 0 0
Mean 5.24 5.08 3.90 2.49
Median 340 4.00 2.00 1.00
Mode 2 2 1 1
Std. Deviation 3.987 3.571 3J91 2.962
Variance 15.896 12.755 11.496 8.775
Table 9.1: Test of Normality (Kolmogorov -  Smirnov) for the timing of assessment process for an older 
patient in adult and general acute care
Kolmogorov -  Smirnov
Statistic df Sig.
In the community before 
admission
221 169 .000
On the day of admission .187 169 .000
During inpatient stay .245 169 .000
Following Consultant’s 
decision to discharge
.340 169 .000
Table 9.0 shows all the measures of central tendency have unequal values and therefore point to a 
non normal distribution of data. Also the standard deviations in relation to the mean demonstrate 
large dispersions in the data. Table 9.1 further demonstrates that the distributions are significantly 
different from a normal distribution. Consequently the means are an inaccurate representation of 
the data and so the median is the most appropriate measure of central tendency.
Table 9.0 shows the median is 3 which represents the best measure of central tendency of the 
percentage of assessments beginning in the community for acute trusts, and so this shows that on 
average acute trusts said that between 11 and 20 percent of elective admissions begin the 
assessment process in the community before admission. On the day of admission, table 9.0 shows 
the median is 4, which implies on average acute trusts thought between 21 to 30 percent of
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elective admissions begin the assessment process on the day of admission. During inpatient stay, 
table 9.0 shows the median as 2, suggesting on average that acute trusts felt that between 1 and 10 
percent of elective admissions begin the assessment process during the inpatient stay. Finally, 
following the Consultant’s decision to discharge table 9,0 shows that the median as well as the 
mode is 1. This implies the acute trusts felt that none of the elective admissions begin their 
assessment process following the consultant’s decision to discharge.
9.6.2 Timing of the Patient Assessment Process for Emergency Admissions
Table 9.2: Descriptive statistics for the timing of the assessment process for an older person in adult and 
general acute care (estimated percentages for emergency admissions)
N
Mean
Median
Mode
Std. Deviation 
Variance
Valid
Missing
On the day o f  
admission
169
0
6.85
8.00
1 1
3^86
15.496
During inpatient 
stay
169
0
4.95
440
1
3.515
12.355
Following 
Consultant’s decision 
to discharge^
169
0
248
2.00
1
2.519
6.345
Table 9.2 shows all the measures of central tendency having unequal values, therefore implying 
that the distributions are not normal. The standard deviations in relation to the means show that 
there are large dispersions in the data. To further confirm the non normal distributions, table 9.3 
indicates that all the distributions are significantly different from the normal distribution. 
Consequently, this leaves the mean as an inappropriate measure and therefore the median has to 
be used instead.
Table 9.3: Test of Normality (Kolmogorov-Smirnov) for the timing of assessment process for an older 
patient in adult and general acute care
On the day of 
admission
Statistic
T98
Kolmogorov -  Smirnov 
df
169
Sig.
.000
During inpatient stay
Following Consultant’s 
decision to discharge
.172
442
169
169
.000
.000
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Table 9.2 shows the median as 8 which implies that the acute trusts considered that between 61 
and 70 percent of emergency admissions have their assessment process started on the day of 
admission. During inpatient stay, table 9.2 shows a median of 4 for the measure of central 
tendency and demonstrates that the acute trusts felt between 21 and 30 percent of emergency 
admissions begin the assessment process during inpatient stay. Finally, table 9.2 shows the 
median as 1 which demonstrates that none of the emergency admissions begin the assessment 
process following the consultant’s decision to discharge.
9.6.3 Professional Involvement in the Patient’s Post Aeute Care Needs Assessment
Figure 9.5 shows the extent of the involvement of certain professionals in the assessment of post 
acute care needs. Figure 9.5 shows that there are a variety of professionals involved and they all 
have different levels of involvement.
9.6.3.1 Ward nurses
Figure 9.5 shows 99 percent of acute trusts believed that ward nurses are always involved in 
assessing patients’ post acute care needs. This level of involvement shows the input that ward 
nurses have in the care of older people during hospital stays. Their involvement spans from the 
beginning of their stay in an acute or general bed through to discharge, having an impact upon 
their community life as well. Therefore, ward nurses see the progress of the patient and also their 
needs. Their observations of the patient and the assistance that they have given to the patient will 
help to develop the care package that is required to assist the older patient within the community 
and keep them as independent as possible.
9.6.3.2 Hospital therapists
Figure 9.5 shows that 93 percent of acute trusts always involve hospital therapists in the 
assessment of post acute care needs of an older patient and 6 percent occasionally do this. 
Therapists’ contribution towards this stage of care is vital since their role predominantly 
surrounds rehabilitation. Therefore, their contribution can have an impact on how much progress 
an older patient can experience within the community and hospital.
Additionally, therapists will have to request for any equipment to aid mobility of an older person 
as well as any adjustments that need to be made to their home surroundings. This will enable an 
older person to have appropriate support within the community and to lead an independent life as 
possible.
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Figure 9.5: Professionals involved in the assessment o f post acute care needs
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9.6.3.3 Consultant geriatricians
Consultant geriatricians’ role in the care of older people is to address the complex needs of an 
older person, through diagnosis followed by treatment. As part of the treatment stage, consultants 
should also contribute towards the rehabilitation process as part of the treatment. Whether this 
profession acknowledges this as part of their role is questionable.
Figure 9.5 shows that 57 percent of acute trusts claimed that consultants are always involved in 
the post acute care needs assessment, with 31 percent occasionally and 13 percent either rarely or 
never getting involved. This shows that just under half of acute trusts consultant geriatricians 
caring for older people for one reason or another do not get involved or have limited involvement 
in the post acute stages. This is of concern, since with the involvement of the consultants at this 
stage can enable them to make valid contributions that can improve the lifestyle of an older 
person following an acute episode, which can also lead to the avoidance of any subsequent 
hospital admissions, especially with their speciality area being in geriatric medicine.
9.6.3.4 Other consultants
Other consultants can contribute towards the care of older people due to the many illnesses and 
problems that an older person faces as they become older, and despite consultant geriatricians
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speciality in the care of older people, other consultants in other specialities need to get involved in 
the care.
However, during the post acute care needs assessment, they would make their contribution 
through the particular requirements that are needed to care for the particular problem which the 
consultant is treating. Therefore, similar to the consultant geriatricians’ role, they can have an 
impact on the care of older people through their involvement in the post acute care needs 
assessment, since they are aware of what can trigger off the problem and potentially what should 
be reduced or avoided in order to avoid a relapse and return to hospital. Additionally, this will 
also improve their care within the community.
Figure 9.5 shows that within 43 percent of acute trusts, other consultants are always involved in 
the post acute care needs assessment and 50 percent are occasionally involved. This does not 
seem surprising since other consultants do not always get involved in the care of older people but 
the majority do due to the complex needs that have to be addressed. The extent of their 
involvement in the care within hospital is not known and therefore the involvement of these 
consultants may not be necessary during the assessment.
9.6.3.5 Discharge co-ordinators
The discharge co-ordinator’s role has been recently developed and introduced due to the complex 
arrangements that have to be made in order for an older person to be discharged into the 
community (NAO, 2003). Consequently, it would be assumed that their involvement during the 
post acute care needs assessment would be necessary.
However, figure 9.5 shows otherwise. Only 49 percent of acute trusts always involve their 
discharge coordinators in the assessments and 34 percent occasionally. The remaining proportion 
are rarely or never involved. This is of concern since the government have placed heavy 
emphasis on discharge coordinators playing a large role in the care of older people, but also more 
so in their involvement in the reduction of delayed discharges.
9.6.3.6 GPs
Figure 9.5 demonstrates that 54 percent of acute trusts said that GPs are rarely involved in the 
post acute care needs assessment. GP involvement at this stage does not occur as much. In post 
acute care, the GP would be notified of the care that an older patient has received from the 
diagnosis stage through to treatment, followed by what the post acute care needs assessment has 
established. It is necessary for the GP to be aware of these in order to continue with the care.
Figure 9.5 shows that 2 percent of acute trusts said that very few GPs are always involved in the 
assessment and 31 percent of acute trusts said that they get involved occasionally. Those that are
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always involved would most likely benefit the patient through the continuity of care fi-om acute to 
community. Additionally, the GP would be aware of the other agencies and professionals 
involved in post acute care and therefore would be able to communicate to an organisation or 
professional if required. Increasing the involvement of GPs at this stage can only lead to positive 
benefits.
9.6.3.7 District and community nurses
Figure 9.5 indicates that 64 percent of acute trusts said district and community nurses get involved 
occasionally in the post acute care needs assessment, and 25 percent always get involved. The 
rest are either rarely or not involved at all. It is interesting to note that district and community 
nurse have more involvement in the assessment than GPs. The reason for this could be because 
any medical care that needs to be given which does not require a GP would be provided by district 
and community nurses. Also if specialist care needs to be given then the district and community 
nurses would be involved and consequently any concerns that they had regarding this could be 
addressed.
9.6.3.S Mental health specialists (both health and social services)
This research does not include the aspect of mental health.
9.6.3.9 Social workers and Care Managers
Social services and its professionals, social workers and care managers have a large amount of 
involvement in the post acute care of older people.
Figure 9.5 shows that 83 percent of acute trusts said that social workers and care managers are 
always involved in the post acute care needs assessment. This demonstrates the previous point of 
the level of contribution that social services makes towards the post acute care of older people.
Even though 83 percent of acute trusts said that they always involved social workers and care 
managers in the post acute care needs assessment, there are still 17 percent that are only 
occasionally involved in them and 1 percent did not know whether or not they were involved. 
Improvements can be made in this area to fully and always involve these professionals from social 
services in the post acute care.
9.6.3.10 Local authority housing department
Figure 9.5 reveals that the housing departments do not have as much involvement in comparison 
to other services such as social services. This is because of the level of input that social services 
provide which is in almost every aspect of older people’s care. Conversely, housing is more 
involved in creating a safe environment for an older person to live in. Therefore, their 
involvement surrounds repairs and adaptations of home surroundings.
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As mentioned earlier, the hospital therapists would be the professionals to advocate the need of 
such services and therefore would either be in contact with the housing department directly or 
with social services who would then proceed to follow-up the requirements. If their services are 
required then the housing department may have to be involved in the assessment so that the best 
possible solutions are identified within the assessment process. This would account for 49 percent 
of acute trusts occasionally involving the housing department within the assessment (see figure 
9.5) and 41 percent of acute trusts rarely involving the housing department in the assessment 
stage. This should be improved because it would not only allow issues to be resolved earlier but 
also make the acute hospital more aware of the options available for older people once 
discharged.
9.6.3.11 Community therapists
The community therapists’ role is to support people within the community and their hospital 
colleagues to do the same within the hospital setting. For there to be a continuity of care between 
the hospital therapists and the community therapists, effective communication between the two is 
paramount.
Figure 9.5 shows that 67 percent of acute trusts occasionally involve the community therapists 
during the post acute care needs assessment. By involving community therapists in the 
assessment, it gives them the opportunity to make preparations for when the older person comes 
back into the community, and also become more knowledgeable about the care they have received 
whilst in the acute setting. Further understanding of the older person’s care would immediately 
reduce the number of issues that there may be surrounding the person.
9.6.3.12 Community health advisors / link workers
Figure 9.5 indicates that community health workers or link workers are rarely or occasionally 
involved in the assessment of post acute care needs, 39 percent and 34 percent respectively. 16 
percent of acute trusts never involve these professionals and very few always use them.
9.6.3.13 Patient, family and carer
The government has made a point of making the health and social care system more patient and 
carer aware. The involvement of both patient and carer with regards to the patient’s care must be 
evident.
Figure 9.5 show that 95 percent of acute trusts always involve the patient, carer and their family in 
the assessment. However, 4 percent of acute trusts occasionally do so and 1 percent of acute 
trusts do not know if they do. There should be 100 percent of acute trusts who always involve 
patients, carers and families in the assessment stage.
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9.6.3.14 Voluntary organisations
Voluntary organisations offer a variety of services to older people from day centres to meals on 
wheels. Many of these organisations make up for services that are not provided within health and 
social care or supply is very low. Therefore, the voluntary organisations are also key players in 
assisting older people in their daily lives.
Figure 9.5 shows that 51 percent of acute trusts occasionally involve voluntary organisations in 
the post acute care needs assessment, 37 percent acute trusts rarely involve them and 7 percent 
never or do not know. However, 4 percent of acute trusts always involve them in the assessment.
9.6.4 The Post Acute Care Needs Assessment Lead
Figure 9.6: The post acute care needs assessment lead
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9.6.4.1 Ward nurses
Figure 9.6 shows that 40 percent of acute trusts have ward nurses to lead the post acute needs 
assessment and are the main professionals to lead the assessment. As figure 9.5 shows, 99 percent 
of acute trusts involved the ward nurses in the assessment. Therefore, since the ward nurses 
followed the care of the patient, from admission through to discharge, ward nurses are appropriate 
to lead the assessment.
9.6.4.2 Key worker
Figure 9.6 demonstrates that 17 percent of acute trusts have a key worker, which is usually a nurse 
or a therapist to lead the post acute care needs assessment. A key worker is allocated to a patient
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and will follow that particular patient’s care in hospital through to discharge, and so is most 
appropriately placed to be the lead in the assessment, since the person will be most aware of the 
patient’s needs. Both nurses and therapists are appropriate professionals for the responsibility of 
key worker since they both are almost always involved in the assessment (see figure 9.5).
9.6.4.3 Social workers and care managers
Figure 9.6 shows that 15 percent of acute trusts have social workers or care managers to lead the 
post acute care needs assessment. This is not a large percentage of acute trusts that have social 
services and its professionals to lead the post acute care needs assessment. The reason for this is 
that in assessing the post acute care needs, acute care professionals need to assess the needs that 
have to be met in the community against their treatment in hospital in order to maintain the 
patient’s progress following discharge. Social services professionals have a high level of 
awareness of the resources and services available to meet those needs, but whether they are fully 
aware of all of the patient’s needs is questionable, and if they are not, then there will be 
repercussions.
However, figure 9.5 shows social workers or care managers are always involved in the assessment 
in the case of 83 percent of acute trusts. Therefore, some acute trusts may feel that it is more 
appropriate to use social services professionals to lead the assessment since they are more aware 
of what can be provided in the community with the available resources. However, since an older 
patient would have been in acute care, social workers would need heavy input from acute 
professionals such as ward nurses to contribute because they are aware of the progress of the 
patient.
9.6.4.4 Nurse or consultant
Figure 9.6 indicates that 12 percent of acute trusts said that either a nurse or consultant leads the 
post acute care needs assessment but were not specific at as to which exactly. It has been 
demonstrated in figure 9.5 that ward nurses are always involved in the assessment by the majority 
of acute trusts, and therefore are an appropriate choice as leaders of assessment for acute trusts. If 
nurses are unavailable or the acute trusts prefers for a consultant to lead the assessment then this is 
also an option. Figure 9.5 shows consultants are either always or occasionally involved in the 
assessment and so this could also be another viable option for acute trusts.
9.6.4.5 Discharge co-ordinator
Figure 9.6 shows that 9 percent of acute trusts have the discharge co-ordinator as leader of the 
assessment. The discharge co-ordinator’s role is to concentrate upon the discharge of the patient 
and to make sure that the patient is discharged safely back into the community (NAO, 2003). 
Therefore, the discharge co-ordinator is required to bring together the necessary organisations and
22Ï
Ludmila lyavoo Chapter 9
professionals to achieve this aim. Figure 9.5 demonstrates that acute trusts always or occasionally 
have discharge coordinators involved in the assessment, and this is most likely because they are 
aware of the needs and can begin preparation in arranging for the necessary organisations and 
professionals to meet these needs.
9.6.4.6 No-one assigned
Figure 9.6 shows 7 percent of acute trust do not assign anyone to lead the assessment process. 
This is worrying since the assessment involves a number of professionals and should have 
someone to lead it in order for it to be dealt with efficiently and lead to a safe discharge. It is 
important for someone within the acute trust to take responsibility for the post acute care needs 
assessment other wise the discharge may be delayed or the assessment may not have evaluated all 
the needs appropriately, which can lead to unsafe discharge of a patient.
9.6 4.7 Consultant Geriatrician
Figure 9.6 shows that 5 percent of acute trusts have consultant geriatricians as the lead in the 
assessment. Consultant geriatricians are involved in the overall care of older people and to some 
acute trusts are an appropriate professional to lead the assessment since they will ensure all 
aspects of care are addressed. However, consultant geriatricians’ availability may be an issue as 
well as whether they are always in a position to lead the assessment. Figure 9.5 further questions 
their availability, with only 54 percent of acute trusts saying that they are always involved in the 
assessment itself.
9.7 Patient Discharge
9.7.1 Primary Care Professionals’ Involvement in the Planning of Discharge from 
Acute Hospital Care of Elective Admissions Prior to Admission
Table 9.4: Percentage o f cases of primary care professional involvement in planning the discharge from 
acute hospital care of elective admission prior to admission
GPs District
Nurse
Physiotherapists Occupational
Therapists
Discharge
Coordinator
Social
W orkers
N Valid 157 157 157 157 157 157
Missing 0 0 0 0 0 0
Mean 3.96 3.97 A88 5.18 534 4.78
Median 1.00 1.00 24# 3.00 240 3.00
Mode 1 1 1 1 1 1
Std. Deviation 4JW0 4d92 A390 4357 4.601 4.309
Variance 19.710 17.576 19.274 18.981 21.172 18.572
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Table 9.5: Test of normality (Kolmogorov-Smirnov) for primary care professional involvement in 
planning the discharge from acute hospital care of elective admission prior to admission
Kolmogorov -  Smirnov
Statistic Df Sig.
GPs .403 157 .000
District Nurse .318 157 .000
Physiotherapist .270 157 .000
Occupational therapist .252 157 .000
Discharge Co-ordinator .280 157 .000
Social Worker .275 157 .000
9.7.1.1 GPs
Table 9.4 features the measures of central tendency as being unequal in value and therefore 
demonstrates that the distribution is not normal. Table 9.5 further demonstrates that the 
distribution is significantly different from a normal distribution. Table 9.4 also shows the 
variability in the data. The standard deviation has the value of 4.440 which implies that the data 
is highly dispersed in relation to the mean. This shows that that the mean is not an accurate 
representation of the data. Subsequently the median will provide a more accurate representation.
Table 9.4 shows the median as having the value of 1, which is the same value as the mode. The 
median gives the interpretation of the data as between 0 and 10 percent of GPs who have 
involvement in the planning of discharge from acute care of elective admissions prior to 
admission according to the PCTs.
9.7.1.2 District Nurses
Table 9.4 shows the distribution of the data is not normal because of the unequal measure of 
central tendency. Table 9.5 demonstrates that the distribution is significantly different from a 
normal distribution.
Table 9.4 also presents the standard deviation with the value of 4.192, which implies that the data 
is highly varied in comparison to the mean. Therefore, the mean is not an appropriate 
representation of the data. Hence the median will be a better alternative (Grimm, 1993).
Table 9.4 also shows the median and mode as sharing the same value of 1, but as Grimm (1993) 
mentions the median is a better alternative since it is not as sensitive as the mean. The median 
shows that the measure of central tendency is between 0 and 10 percent of district nurses who are 
involved in the planning of discharge for acute care elective admissions prior to admission 
according to the PCTs.
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9.7.1.3 Physiotherapists
Table 9.4 shows the measures of central tendency as unequal and therefore the distribution of data 
is not normal. Table 9.5 further shows that the distribution is significantly different from a 
normal distribution. Table 9.4 also shows the standard deviation as 4.390 which implies the data 
is highly dispersed in relation to the mean, 4.88 and so the mean is not an accurate representation 
of the data. Therefore, it is more appropriate to use the median which has a value of 2. Hence, 
between 11 and 20 percent of cases involve the physiotherapists in the planning of discharge for 
acute care of elective admissions prior to admission according to the PCTs.
9.7.1.4 Occupational therapists
Table 9.4 shows the measures of central tendency being unequal. Table 9.5 reveals that the 
distribution of data is significantly different from a normal distribution. Table 9.4 also highlights 
the variability in the data, with the standard deviation having a value of 4.357. This implies the 
data is highly varied in relation to the mean and therefore the mean is not an accurate 
representation of the data. Hence using the median will be more appropriate.
Table 9.4 calculates the median as 3. Using the median as the measure of central tendency 
interprets the data as between 21 and 30 percent of cases involve occupational therapists in the 
planning of discharge from acute care of elective admissions prior to admission according to the 
PCTs.
9.7.1.5 Discharge co-ordinators (or equivalent)
Table 9.4 shows the measures of central tendency with unequal values. This demonstrates that the 
data is not normally distributed. Table 9.5 further confirms the data being significantly different 
from a normal distribution. Table 9.4 also shows the standard deviation having a value of 4.601 
and therefore the data is highly dispersed in relation to the mean of 5.24. This implies the mean is 
not an accurate representation of the data and so the median will be a better measure of central 
tendency.
Table 9.4 shows the median as 2. Consequently, the interpretation of the data is between 11 and 
20 percent of cases involve discharge coordinators (or equivalent) in the planning o f discharge 
from acute care of elective admissions prior to admission according to PCTs.
9.7.1.6 Social vKorkers
Table 9.4 points out that the measure of central tendency is unequal in value and therefore the 
distribution of data is not normal. Table 9.5 also indicates that the distribution is significantly 
different from a normal distribution. Table 9.4 also shows the variability in the data. The 
standard deviation has a value of 4.309 which shows that the data is highly dispersed in relation to
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the mean, 4.78. This implies that the mean is not an accurate representation of the data and 
therefore the median is the best option for the measure of central tendency.
Table 9.4 shows the median as 3. Therefore the data illustrates that between 21 and 30 percent of 
cases involve social workers in the planning of discharge from acute care of elective admissions 
prior to admission according to the PCTs.
9.7.2 The Earliest Stage in Which Primary Care Professionals are Involved in the 
Planning of Discharge from Hospital
9.7.2.1 GPs
Table 9.6: Percentage of cases where GPs become involved in the planning of discharge from hospital
On the day of 
admission
During inpatient 
stay
Once consultant 
decides when to 
discharge patient
Not at all
N Valid 157 157 157 157
j Missing 0 0 0 0
Mean 3.90 4.08 4.55 8.19
Median 1.00 1.00 1.00 10.00
Mode 1 1 1 10
Std. Deviation 4.524 4.488 4.417 3.435
Variance 20.464 20.141 19.506 11.797
Table 9.7; Test of Normality (Kolmogorov-Smirnov) for GP involvement in the planning of discharge 
from hospital
Kolmogorov -  Smirnov 
Statistic Df Sig.
On the day of admission .433 157 r
L
.000
During inpatient stay .391 157 .000
Once consultant decides 
when to dischai^e patient
.310 157 .000
Not at all .262 157 .000
Table 9.6 gives all the measures of central tendency for all the categories: on the day o f  
admission; during inpatient stay, once consultant decides when to discharge patient; not at all, as 
having unequal values. This suggests that the data is not normally distributed. The values of the 
standard deviations also show that there are large dispersions in the data which also suggests there 
is not a normal distribution of the data. To further demonstrate this, in table 9.7 it is shown that 
the distribution is significantly different from a normal distribution. All of this implies that the 
mean is not an accurate representation of the data and therefore the median is more appropriate.
225
Ludmila lyavoo Chapter 9
On the day of admission, the median has a value of 1 which suggests that between 0 and 10 
percent of GPs are involved at this stage in the planning of discharge. During inpatient stay, the 
median is 1 which shows between 0 and 10 percent of GPs are involved at this stage. When a 
consultant decides to discharge a patient has the median 1 which again shows that between 0 and 
10 percent of GPs are involved in planning at this stage. Finally not being involved at all, the 
median has a value of 10 which implies between 91 and 100 percent of GPs are not involved in 
the planning of discharge.
9.7.2.2 District nurses
Table 9.8: Percentage o f cases where district nurses become involved in the planning o f discharge from  
hospital
On the day o f  
admission
During inpatient 
stay
Once consultant 
decides when to 
discharge patient
N ot at all
N Valid 157 157 157 157
Missing 0 0 0 0
Mean 3.79 4.66 5.24 6.13
Median 1.00 2.00 4.00 7.00
Mode 1 1 1 1
Std. Deviation 4.448 4.181 3.947 4.121
Variance 19.782 17.484 15.582 16.984
Table 9.9: Test o f  Normality (Kolmogorov-Smirnov) for district nurses involvement in the planning , 
discharge from  hospital
Kolmogorov -  Smirnov
Statistic Df Sig.
On the day o f  admission .435 157 .000
During inpatient stay .266 157 .000
Once consultant decides 
when to discharge patient
.193 157 .000
Not at all .186 157 .000
Table 9.8 shows that all the measures of central tendency for each of the categories; on the day o f 
admission; during inpatient stay; once consultant decides when to discharge patient; not at all, 
have unequal values. Therefore for all of the categories there is not a normal distribution of the 
data. Additionally, table 9.8 shows that the standard deviations for the categories suggest high 
variations in the data. Table 9.9 further confirms this by demonstrating that the distributions of 
data are significantly different from a normal distribution.
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Therefore, since the mean is an inaccurate representation of the data, the median is more 
appropriate. For district nurses to be involved in the planning of discharge on the day of 
admission, the median has a value of 1 which implies that 0 to 10 percent of district nurses get 
involved at this stage. During inpatient stay, the median is 2 which shows that between 11 and 20 
percent of district nurses get involved in the planning of discharge at this stage. At the stage of 
when the Consultant decides when to discharge a patient, the median has the value of 4 suggesting 
that between 31 and 40 percent of district nurses are involved in the planning. Finally the median 
value for those whose involvement is not at all is 7, which indicates that between 61 and 70 
percent of district nurses are not involved in the planning of discharge.
9.T.2.3 Physiotherapists
Table 9.10: Percentage o f cases where physiotherapists become involved in the planning o f discharge 
from hospital
On the day of  
admission
During inpatient 
stay
Once consultant 
decides when to 
discharge patient
Not at all
N Valid 157 157 157 157
Missing 0 0 0 0
Mean 4.31 6.69 4.79 4.85
Median 1.00 7.00 3.00 2.00
Mode 1 11 1 1
Std. Deviation 4.520 3..548 4.243 4.425
Variance 20.432 12.585 18.000 19.579
Table 9.11: Test o f Normality (Kolmogorov-Smirnov) for physiotherapists involvement in the planning 
o f discharge from hospital
Kolmogorov -  Smirnov 
Statistic Df Sig.
On the day o f admission .366 157 .000
During inpatient stay .168 157 .000
Once consultant decides 
when to discharge patient
.230 157 .000
Not at all .256 157 .000
Table 9.10 presents all the measures of central tendency for all the categories which are unequal 
and therefore the distributions are not normal. The standard deviations all show values that imply 
there is a large dispersion of data in comparison to their relevant means. Table 9.11 also shows 
that distributions are significantly different from a normal distribution. Therefore, the means are 
not an accurate representation of the data and hence the median is more appropriate as the 
measure of central tendency.
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Involvement on the day of admission has a median of 1 which shows that between 0 and 10 
percent of physiotherapists are involved in the planning of discharge on the day of admission. 
During inpatient stay, the median is 7 which implies between 61 and 70 percent of 
physiotherapists are involved at this stage. Once a consultant decides to discharge a patient, the 
median has a value of 3 showing between 21 and 30 percent of physiotherapists are involved at 
this point. Finally physiotherapists are not involved at all in the planning of discharge has a 
median of 2 which implies that between 11 and 20 percent are not involved at all.
9.7.2.4 Occupational therapists
Table 9.12: Percentage o f cases where occupational therapists become involved in the planning o f  
discharge from  hospital
On the day of  
admission
During inpatient 
stay
Once consultant 
decides when to 
discharge patient
Not at all
N Valid 157 157 157 157
Missing 0 0 0 0
Mean 4.17 6.65 4.65 4.71
Median 1.00 7.00 2.00 2.00
Mode 1 11 1 1
Std. Deviation 4.487 3.471 4.148 4.384
Variance 20.130 12.050 17.203 19.221
Table 9.13: Test o f Normality (Kolmogorov-Smirnov) fo r occupational therapists involvement in
planning o f discharge from hospital
Kolmogorov -  Smirnov
Statistic D f Sig.
On the day o f  admission .372 157 .000"
During inpatient stay .145 157 .000
Once consultant decides 
when to discharge patient
.242 157 .000
N ot at all .260 157 .000
Table 9.12 shows all the measures of central tendency as being unequal for the categories which 
shows that the distribution of data is not normal. All the standard deviations show high variability 
in the data in relation to the mean which also implies non-normal distribution. Table 9.13 further 
indicates this as the distribution of the data is significantly different from a normal distribution. 
Therefore this renders the mean an inaccurate representation of the data and so the median has to 
be used instead.
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On the day of admission, the median is 1 which shows between 0 and 10 percent of occupational 
therapists are involved in the planning of discharge at this stage. During inpatient stay, the 
median is 7 which suggest that between 61 and 70 percent are involved in the planning at this 
stage. Once Consultant decides when to discharge patient has a median of 2 suggesting between 
11 and 20 percent of occupational therapists are involved at this stage. Finally occupational 
therapists who are not involved at all has a median of 2 showing that between 11 and 20 percent 
do not get involved at all in the planning of discharge.
9.7.2.S Discharge coordinators
Table 9.14: Percentage o f cases where discharge coordinators become involved in the planning o f  
discharge from  hospital
N Valid
On the day o f  
admission
157
During inpatient 
stay
157
Once consultant 
decides when to 
discharge patient
157
N ot at all
157
Missing 0 0 0 0
Mean 4.78 6.83 5.41 5.21
Median 1.00 7.00 4.00 " " # 1 ^  3.00
Mode 1 11 1 1
Std. Deviation 4.643 3.852 4.312 4.529
Variance 21.555 14.836 18.590 20.513
Table 9.15: Test o f Normality (Kolmogorov-Smirnov) fo r  discharge coordinators involvement in 
planning o f discharge from hospital
Kolmogorov -  Smirnov
Statistic Df Sig.
On the day o f admission .340 157 .000
During inpatient stay .209 157 .000
Once consultant decides 
when to discharge patient
.215 157 .000
Not at all .270 157 .000
Table 9.14 shows all the measures of central tendency for the categories as unequal and therefore 
showing that the distributions are not normal. The standard deviation values are also quite high 
which shows a large dispersion in the data. Table 9,15 also highlights that the distributions are 
significantly different from a normal distribution. Consequently the means are an inaccurate 
representation of the data and so the median is more appropriate.
On the day of admission, the median is 1 which shows that between 0 and 10 percent of discharge 
coordinators are involved in planning at this stage. During inpatient stay, the median is 7
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implying between 61 and 70 percent are involved at this stage. Once a Consultant decides when 
to discharge a patient, the median is 4 which shows that between 31 and 40 percent of discharge 
coordinators are involved at this stage. Finally for not having involvement the median is 3 which 
implies that between 21 and 30 percent of discharge coordinators are not involved at all in the 
planning of discharge.
9.7.2.6 Social workers
Table 9.16: Percentage o f cases where social workers become involved in the planning o f discharge from  
hospital
On the day o f  
admission
^^During inpatient 
stay
Once consultant 
decides w hen to 
discharge patient
N ot at all
N Valid 157 157 157 157
Missing 0 0 0 0
Mean 4.15 6.60 5.10 4.59
Median 1.00 7.00 4.00 2.00
Mode 1 11 1 1
Std. Deviation 4.543 3.621 4.077 4.270
Variance 20.643 13.114 16.625 18.231
Table 9.17: Test o f Normality (Kolmogorov-Smirnov) fo r social workers involvement in the planning , 
discharge from  hospital
Kolmogorov -  Smirnov 
Statistic Df Sig.
On the day o f admission .399 157 .000
During inpatient stay .170 157 .000
Once consultant decides 
when to discharçe patient
.203 157 .000
Not at all .244 157 .000
Table 9.16 reveals that the measures of central tendency have unequal values for all of the 
categories and therefore the distributions are not normal. The standard deviation values are large 
which show the high dispersion of data in relation to the means. Table 9.17 also confirms the 
distributions being significantly different from a normal distribution. Consequently the means are 
not an accurate representation of the data and so the medians are more appropriate.
On the day of admission, the median is 1 which shows that between 0 and 10 percent of social 
workers are involved in the planning of discharge at this stage. During inpatient stay, the median 
is 7 suggesting between 61 and 70 percent of social workers are involved at this point. Once a 
Consultant decides when to discharge a patient, the median is 4 which implies between 31 and 40
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percent of social workers are involved here. Finally social workers that are not involved at all 
have a median of 2 which shows that between 11 and 20 percent do not have any involvement.
9.7.3 Professional Involvement in the Actual Discharge Date
Figure 9.7 shows that there are a variety of people involved in deciding the actual discharge date 
of an older patient. The patient, relatives and carers, followed by ward nurses all have a 100 
percent involvement in the decision. This is expected of acute trusts to involve patients and their 
relatives and carers in the decision of the discharge date. It is very positive to see that all the 
acute trusts surveyed actually did this.
The next group of professionals involved in the discharge date are the therapists (physiotherapists 
and occupational therapists) and the social workers who have 99 percent involvement. These 
professionals are heavily involved in the date because of their level of involvement in the care of 
older people.
Social workers organise the package of care that an older person receives outside the acute trust 
and therefore depending on whether the care package has been set up will determine the date. 
One of the causes of delayed discharge has been the delay in care packages and related issues (see 
later in chapter).
The physiotherapists and occupational therapists are also vital in the care of older people since 
they help to maintain an older person’s independence. The therapists will do this by organising 
the necessary equipment needed to assist the older patient in being as mobile and independent as 
possible. If necessary, the therapists will also organise home adaptations to be done to an older 
person’s home to ensure they are able to live independently in their own home.
Figure 9.7: Those involved in the decision on the actual discharge date
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Nursing and residential care homes also have a large amount of involvement in the discharge date; 
92 percent (see figure 9.7). The reason behind this is because many older people who are in an 
acute trust require care home accommodation. An older person will be placed in a care home by 
their social services department (the social worker). Awaiting any nursing or residential care 
home placement is a cause for delayed discharge amongst older people. It is becoming an 
increasing problem, especially with the growing number of care home closures (House of 
Commons, 2002). Another concern is that there is a trend whereby an older person in an acute 
trust can choose a care home to live, but if for any reason that particular care home does not have 
a vacancy, this results in the older person remaining in the acute trust until a vacancy comes up. 
These reasons will affect the discharge date and therefore the care homes have a large 
involvement in the date.
9.8 Delayed Discharge
9.8.1 Causes of Delayed Discharge
Figure 9.8: A summary o f the causes o f delayed discharge
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9.8.1.1 Awaiting nursing / residential home place (any)
Figure 9.8 shows the highest cause of delayed discharge as waiting for nursing or residential 
home placements, with 75 percent of acute trusts saying that this is a key reason. The main 
reason for this being is due to the recent number of care home closures that have led to the short 
supply of places. The reason for the closures is because of the government’s crackdown on the
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quality of care homes. The new quality monitoring body for care homes, the National Care 
Standards Commission has issued standards that affect the structures of care homes, and therefore 
since many care home owners cannot afford to restructure the care homes to the required 
standard, they have ended up closing down. Additionally, there have always been the financial 
issues, in that the care homes are generally independently ovmed and do not generate enough 
money for them to run as a business (House of Commons, 2002).
Other reasons could be that social services predominantly fund the placements which may cause 
delays due to financial constraints.
9.8.1.2 Awaiting assessment
Figure 9.8 shows that 64 percent of acute trusts said that awaiting assessments was a cause for 
delayed discharge. The assessments are social services based and a social worker will normally 
come and assess the needs of an older person. This assessment will lead onto the older person 
having a care package designed for their needs. However, the delay occurs when social services 
cannot perform these assessments. Reasons for this vary from staffing issues to whether social 
services can deliver the package once the assessment has been performed.
9.8.1.3 Awaiting transfer to care elsewhere in the NHS
Figure 9.8 shows that 57 percent of the acute trusts said that awaiting transfer of care elsewhere 
within the NHS was a cause of delayed discharge. Within the health service there are many areas 
that suffer pressures that will have an impact upon the care of older people, from staffing issues to 
capacity problems, especially when they are to be transferred to a different area.
This is where the mapping process of following an older patient’s journey is vital since it will help 
to identify within the system where the blockages are and how they affect the rest of the system.
9.8.1.4 Awaiting domiciliary care package
Figure 9.8 reveals that 52 percent of acute trusts said that awaiting domiciliary packages were a 
cause of delayed discharge. Domiciliary packages require the contribution of a number of 
professionals and organisations and this is a reason for the delays occurring. All of the relevant
organisations involved have to go through a certain amount of bureaucracy before they can
contribute.
Despite an assessment being done, the process begins with the putting together of a package in 
order to meet the needs of older people, which can be complex, and hence a complex package is 
sometimes required. This process can have its problems in order to meet the assessment, 
consequently potentially leading to a delayed discharge.
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9.8.1.5 Awaiting a place in a specific nursing or residential home (i.e. patient or 
carer choice)
50 percent of acute trusts said that this accounted for delayed discharges (figure 9.8). This is quite 
a high figure, but since the older patient would be spending a period of time within a home, they 
would want to choose which one they want to stay in. All they have done is exercised their 
choice, which has been a recent government drive in this direction.
However, even though older patients may request a specific care home, it does not necessarily 
mean that a place will be readily available, due to lack of capacity within the home or funding 
issues within social services. Therefore, an older patient can be delayed in hospital until these 
issues are resolved.
9.8.1.6 Awaiting funding
Figure 9.8 shows that 45 percent of acute trusts said that delayed discharges were caused by the 
wait for funding. There are funding issues in all the organisations which provide care for older 
people. However, the main funding issues occur within social services who meet the needs of 
older people outside the acute setting, such as through funding care home placements and care 
packages. Therefore, if the funding is not available for these services, then social services are 
unable to meet the needs of older people within the acute setting.
Additionally, other funding issues can occur when an older patient is being transferred to another 
NHS setting, and delays for this could also be funding related. Therefore, if these funding issues 
are resolved and the money is consumed wisely, then this would alleviate some of the causes of 
delayed discharge.
9.8.1.7 Other causes of delayed discharge
Figure 9.8 shows that the other causes of delayed discharge amount to fewer than 20 percent of 
the reasons quoted by acute trusts as causes of delayed discharge. If some of the other major 
causes of delayed discharge are resolved, then this would potentially affect the other causes and 
resolve them.
9.8.1.8 Disputes with social services
Figure 9.8 shows only 3 percent of acute trusts said that the cause for delayed discharge was 
because of disputes with social services. This demonstrates that social services and the acute 
sector are working together well and therefore this is not a cause for the delays. Figure 9.8 shows 
that the major causes are related to resource constraints.
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9.8.1.9 Case conference: a number of agencies involved resulting in delay
Figure 9.8 shows only 2 percent of acute trusts said that the number of agencies involved in a case 
is a cause of delayed discharge. This demonstrates that agencies are working together to move 
clients from acute care to community care smoothly.
9.8.2 Factors Contributing to Delayed Discharge
Figure 9.9: Factors contributing to delayed discharge
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9.8.2.1 Shortage of professionals
Figure 9.9 highlights that 42 percent of acute trusts feel that the shortage of consultants is not an 
issue in delayed discharge. If it is a contributory factor, it would occur less than once a month, 
with 25 percent of acute trusts suggesting this. It is noticeable that the shortage does not affect the 
majority of acute trusts but instead is more of a factor to delayed discharge at least monthly, but 
even more so at least weekly, with 15 percent of acute trusts saying this.
The shortage of therapists has been an ongoing concern within older people’s care. Figure 9.9 
shows a fair representation of how much this contributes towards older people’s care and delayed 
discharge. 27 percent of acute trusts have said that it is at least a weekly contributor but also 27 
percent said it was at least monthly. Additionally, 15 percent acute trusts said that it was also a 
factor on a daily basis and 18 percent less than monthly. Figure 9.9 demonstrates that the 
shortage of therapists is cause of concern which is producing consequences for the care of older 
people as well as organisational impacts. Therefore, if this was to be resolved, it would help to 
reduce delayed discharges.
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Figure 9.9 shows that 40 percent of acute trusts said that the shortage of district nurses was not a 
factor and 34 percent of acute trusts said that it was a factor less than once a month. The figure 
demonstrates that acute trusts felt that it was not that much of a factor, with 2 percent of acute 
trusts saying it is a daily contributory factor, 4 percent of acute trusts at least weekly and 15 
percent at least monthly.
Figure 9.9 displays the issue of the shortage of social services staff and how much it is 
contributing to delayed discharge. The figure indicates that 93 percent of acute trusts felt that at 
some point the shortage was a factor contributing to delayed discharge. Within this figure, 33 
percent of trusts thought it was a factor at least weekly, then 28 percent at least monthly, 18 
percent on a daily basis and 14 percent less than monthly.
9.8.2.2 Pharmacy
The pharmacy department plays an important role in the discharge of older people. Before an 
older patient is discharged, the majority of them have to take home medication. Figure 9.9 shows 
that 31 percent of acute trusts felt that the pharmacy was not a contributory factor to delayed 
discharge. This also implies that 64 percent of acute trusts felt that the pharmacy was a 
contributory factor and therefore the issues revolving around this department need to be resolved. 
From this, the majority of acute trusts, 20 percent felt that it occurred less than once a month. 
Following this, 16 percent of acute trusts thought it was a factor at least weekly and the other 16 
percent experienced problems on a daily basis.
9.8.2.3 Patients awaiting transportation
Transport for patients can sometimes seem a minor part of the discharge process as a whole, but if 
the function of patient transport is carefully observed it would be noticed that if it is not properly 
organised it can become a contributory factor in delayed discharge. Figure 9.9 confirms this by 
showing that at some point 81 percent of acute trusts felt that it was a factor. Despite this figure, 
16 percent of trusts did not think it was an issue. For most acute trusts, 27 percent, it was a 
contributory factor less than once a month. Followed by 22 percent of acute trusts who thought it 
was a factor at least weekly, 18 percent at least monthly and 14 percent on a daily basis.
This can be reduced as a contributory factor if acute trusts look for the underlying cause that is 
making transport a factor. Once resolved, this should also help to reduce delayed discharges from 
occurring so frequently due to patient transportation issues.
9.8.2.4 Awaiting transfer to step-down bed or similar facility elsewhere in the 
hospital or Trust
Figure 9.9 illustrates this is a factor that contributes to delayed discharge frequently, mainly on a 
daily basis for 28 percent of acute trusts and 31 percent at least weekly. Therefore, it shows that
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development within this area is needed further. However, since the investment and focus upon 
this area has been recent, the situation may change in a couple of years when these facilities are 
more in place.
9.8.2.5 Patients’ refusal of the results of the needs assessment
Patients have the right to refuse the outcome of the assessment. However, this causes a delay in 
their discharge which might have been already delayed due to the wait for an assessment to take 
place. Therefore, the acute trusts have to agree on some form of care that is needed for the 
patient, thus enabling discharge.
Figure 9.9 shows that this issue mainly occurs less than once a month, which 43 percent of trusts 
said. However, this also shows that there is an issue in patients refusing the outcome of 
assessments, and therefore the acute trusts need to resolve these issues affecting the assessment 
process. 29 percent of acute trusts also said that it affects them on a monthly basis, followed by 
18 percent of acute trusts who were affected on a weekly basis. Only 4 percent of acute trusts 
said it was a daily issue. |
9.5.2.6 Particular difficulties caused by patients’ dementia
The majority of older people suffer from dementia (Department of Health, 2003). Acute trusts 
have older patients with some form of dementia that they will have to treat. Older patients with 
dementia will have more complex needs and therefore their assessment will be more cornplicated. 
Additional organisations and professionals are involved during assessment and also in providing 
care following discharge.
Figure 9.9 shows that difficulties with patients with dementia are a contributory factor in delayed 
discharge on a weekly basis, as mentioned by 34 percent of the acute trusts surveyed. 29 percent 
of the acute trusts also said that it is a factor contributing to delayed discharge on a monthly basis, 
followed by 14 percent of acute trusts experiencing this daily and 19 percent less than once a 
month.
The table shows that older people with dementia and the difficulties associated with such patients 
contribute towards a delayed discharge on a regular basis, and therefore there has to be more 
focus upon older people with dementia. However this area is not being addressed in this research.
9.8.3 External and Internal Factors to the PCX Contributing to the Rate of Delayed 
Discharge
Figure 9.10 reveals that there are a variety of external factors which PCTs think affect the rate of 
discharge. Figure 9.10 highlights that 92 percent of the PCTs thought patients waiting for a 
residential or nursing home placement of their choice was a main factor affecting discharge. 87
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percent amounted for patients awaiting a place in any nursing or residential care home placement 
regardless of choice.
Figure 9.10 also shows that 78 percent of PCTs felt that the delays in arranging care packages 
affected the rate of discharge, as well as 76 percent saying there are delays in assessment. 
Additionally, 55 percent of PCTs thought lack of funding of care packages was an issue. These 
three issues are in the remit of social services and therefore for there to be improvements social 
services need to address these.
Figure 9.10: External factors to PCT which affect the rate o f discharge o f older people from acute care
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The delays in arranging transport, which 46 percent of PCTs said is a problem, the delays in the 
preparation of drugs to be taken away from hospital implicated by 39 percent, and premature 
patient discharge which was an issue for 27 percent of the PCTs, all lie in the remit of the acute 
trust. Therefore, appropriate information sharing such as the circulation of the hospital discharge 
policy and procedure amongst the different areas affecting a discharge should allow for better 
preparation.
Figure 9.11 shows the main internal factors that affect the rate of discharge of an older person are 
the shortage of equipment, according to 39 percent of PCTs and the availability of out-hours 
service in primary care, which 37 percent of PCTs felt was an issue.
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Figure 9.11: Factors within PCT affecting the rate o f discharge o f older people from acute care
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Figure 9.11 shows that only 7 percent of PCTs said that reluctance amongst GPs in agreeing to a 
discharge was a problem,
9.8.4 Staffing Issues Contributing to the Rate of Delayed Discharge
Figure 9.12: Staffing issues affecting the rate o f discharge o f older people from acute care
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Figure 9.12 shows that a shortage of staff in a number of disciplines affects the rate of discharge 
according to the PCTs surveyed. Three main staff shortages of concern are occupational 
therapists, with 63 percent of PCTs stating that this shortage affects discharge, followed by 61 
percent of PCTs commenting that a shortage in social services staff is an issue. The comments on 
the shortage of social services staff suggest it is a contributory factor in delays in care packages 
and assessments. Also, figure 9.13 shows that 57 percent of PCTs thought the shortage of 
physiotherapists was an issue. All the professions mentioned so far are involved in an
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individual’s rehabilitation and therefore are key to an individual leaving hospital and going back 
into their community. With these issues occurring, there is bound to be effects on the rate of 
discharge if the community cannot supply what is needed for people to live safely in their own 
environment.
Figure 9.12 also shows that 34 percent of PCTs felt that there are shortages in district nursing 
staff, followed by 15 percent of PCTs thinking that there is a shortage in consultants. Less than 6 
percent of PCTs thought that there was a shortage of home care and agency staff.
9.8.5 Mechanisms Used to Reduce Delayed Discharge
Figure 9.13: Intermediate care coordinators' support mechanisms in reducing delayed discharge
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82 percent of PCTs have intermediate care coordinators in place. Figure 9.13 shows the two main 
functions of intermediate care coordinators in relation to reducing delayed discharge:
• Developing intermediate care schemes
• Working together with other organisations, teams and professionals.
9.8.5.1 Developing intermediate care schemes
Figure 9.13 shows that 44 percent of PCTs have intermediate care coordinators to develop 
intermediate care schemes to help reduce delayed discharge. By having such schemes in place, it 
allows those patients that are medically fit but still need intensive rehabilitation to be discharged 
from hospital with this type of support available.
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This figure also shows that the role of an intermediate care coordinator is not solely for the 
development of new schemes, but also to coordinate between the necessary organisations and 
professionals needed.
9.8.5.2 Working together with other organisations, teams and professionals
Figure 9.13 demonstrates how the other mechanisms in place relate to joint working with others. 
36 percent of PCTs said that the intermediate care coordinator was also there to improve working 
relationships between the agencies. Since older people have complex needs which most likely 
have to be met once discharged, several organisations have to meet these needs, and therefore by 
having an allocated person responsible, this forces organisations to interact with each other as 
well as resolve any issues arising.
Additionally, figure 9.13 shows that under 13 percent of PCTs have a coordinator who meets with 
the social services, the acute trust, older person’s lead, discharge coordinator or the 
multidisciplinary team. This meeting allows the intermediate care coordinator to discuss any 
patients, problems or new schemes with the main key players.
9.8.6 Importance of Delayed Discharge
Table 9.18: The importance o f delayed discharge amongst other health issues, rated by the PCTs 
N Valid 157
Missing 0
Mean 9.13
Median 9.00
Mode 10
Std. Deviation 1.108
Variance i 1.227
Table 9.19: Test o f Normality (Kolmogorov-Smirnov) for the importance o f delayed discharge
Kolmogov-Smirnov 
Statistic df Sig.
:#9  U7 oæ '
Table 9.18 shows the measure of central tendency having unequal values and therefore implying 
there is not a normal distribution. The standard deviation shows there is some dispersion in the 
data. However table 9.19 further demonstrates that the distribution is significantly different from 
a normal distribution.
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Consequently, the mean is an inaccurate representation of the data and so the median is more 
appropriate. The median is 9 which suggest PCTs treat delayed discharge with a great deal of 
importance.
9.9 Rehabilitation in a Primary Care Setting
9.9.1 Professional Involvement in Patient’s Post-Hospital Care Needs Assessment
Within the community, a post hospital needs assessment is performed by the PCT on the older 
person that has been discharged from the hospital. Figure 9.14 shows the main professionals 
involved, however those professionals account for less than 10 percent of PCTs have not been 
discussed.
Figure 9.14: Professionals involved within the PCT in post-hospital needs assessment for older people
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9.9.1.1 Nurses
Figure 9.14 shows 97 percent of PCTs declared that nurses are involved in the post-hospital needs 
assessment. Nurses within the community are vital in the care of a recently discharged older 
person. They provide the continuity of the care given by the nurses with the acute trust. Nurses 
are also heavily involved in providing the care needed to meet the needs and therefore, by their 
involvement in the assessment, they will be aware of patients’ needs from an early stage.
9.9.1.2 Physiotherapists
Figure 9.14 illustrates that 87 percent of PCTs involve the physiotherapists in the post-hospital 
needs assessment. Physiotherapists play a major role in the rehabilitation of discharged patients. 
By involving them in the assessment it allows the physiotherapists to prepare for the discharged 
patient through ensuring that the individual’s home environment is safe and mobile i.e. the 
provision of necessary adaptations and equipment.
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9.9.1.3 Occupational therapists
Figure 9.14 shows that 87 percent of PCTs involve occupational therapists in the assessment. 
Similar to the physiotherapists, involving the occupational therapists at an early stage allows 
sufficient time for making the necessary adaptations to an individual’s home environment as well 
as providing the equipment needed to allow mobility.
9.9.1.4 GPs
Figure 9.14 shows that 85 percent of PCTs involve the GPs in the post-hospital needs assessment. 
GPs play a major role in the medical needs of an individual. By their involvement in the 
assessment, GPs are aware of the treatment received within the hospital, and therefore have a high 
level of awareness when treating the individual for any further problems. This involvement 
results in the continuity of care from the acute sector to the primary care sector.
9.9.1.5 PCT management team
Figure 9.14 shows that 39 percent of PCT management are involved in the post-hospital needs 
assessment. This percentage is not as high as the other contributors because some PCTs most 
likely devolve the responsibility to the frontline staff involved in the care of older people.
The 39 percent of PCTs that do involve management in the assessment shows that there is some 
form of leadership present. This also allows the management team to keep abreast of any issues 
arising that can be resolved immediately, as well as flagging up any area of concern.
9.9.1.6 Intermediate care team / staff
Figure 9.14 shows that 12 percent of PCTs involve the intermediate care team and its staff in the 
assessment. This figure largely depends on how many PCTs are operating an intermediate care 
team and what functions this team performs.
9.9.1.7 Social services
Figure 9.14 indicates that only 10 percent of PCTs involve social services in the post-hospital 
needs assessment. This is surprisingly low since within the assessment, the needs that must be 
met will most likely require the input of social services. However, PCTs may commission the 
services of social services following the assessment.
If social services had further involvement in the assessment, then they would be able to put 
forward the services available to meet any of the needs and also flag up any concerns.
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9.9.2 Different Initiatives in the Provision of Post-Hospital Rehabilitation
9.9.2.1 Residential rehabilitation scheme in care home
Figure 9.15 shows that 59 percent of PCTs said social services are involved in this scheme. 
Social services commission care home services and therefore their involvement would be 
beneficial in this scheme. 18 percent of PCTs said that the independent sector is involved in the 
scheme. The independent sector is involved in the provision of services for older people in all 
aspects and therefore their involvement in some form is expected.
13 percent of PCTs involve other PCTs which will be beneficial for both since they are able to 
share the costs as well as the benefits in a more efficient manner. 13 percent of PCTs involve the 
acute trust which allows the acute trust to contribute its skills and knowledge to what the scheme 
should address and achieve.
Figure 9.15: The different initiatives in the provision o f post hospital rehabilitation
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9.9.2.2 Step-down unit
Figure 9.15 reveals that 36 percent of PCTs stated that social services are involved in the unit. 
This unit can be provided in a number of environments and therefore social services would cover 
some of these areas where the unit may be set up. 26 percent of PCTs said the acute trusts are 
involved in the unit. Since the patients are discharged from hospital into another facility, acute 
services may still be needed to meet the needs of patients. Additionally, the unit can also be in an 
acute setting. 18 percent of PCTs are solely involved and 17 percent of PCTs said they involved 
the independent sector. The independent sector also can provide the unit as a service for older 
people. 15 percent of PCTs involved other PCTs in the unit which, as mentioned before, allows 
them to share the costs and benefit additional people.
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9.9.2.3 Intermediate care in patient’s home
Figure 9.15 shows that 65 percent of PCTs said that social services are involved in providing 
intermediate care in the patient’s home. Social services tend to provide the majority of home care 
support for older people. Therefore, their involvement in the provision of this scheme is 
beneficial.
However, 25 percent of PCTs provide the service by themselves which means they are not 
dependent on any other organisation and can avoid any partnership working issues. However, the 
disadvantage would be that they may be duplicating other services as well as having limited 
resources available.
24 percent of PCTs involve other PCTs and therefore gain from the efficiency and cost sharing. 
23 percent of PCTs involve the acute trusts in the service. This enables the acute service to view 
the patient within their own home and make the necessary adjustments should their circumstances 
change. 11 percent of PCTs involve the independent sector, which most likely provide the skill 
set for the team or the team itself.
9.10 Conclusion
This chapter has demonstrated that there are a variety of key players involved in the care of older 
people, the main ones being:
Acute trusts 
PCTs
Social services 
Local authority housing 
Voluntary organisations 
Independent sector
Out of all of these the main organisation in which acute trusts and PCTs involve in the care of 
older people are social services, and thus its professionals. The surveys also reveal that social 
workers have input at key stages in an older person’s care from the planning of services to the 
assessment phases in and out of the acute sector, as well as rehabilitation services within the 
community. Therefore, from the surveys it can be deduced that social services and their 
professionals -  social workers -  have input at every key stage of care for an older person, unlike 
the acute trusts and PCTs.
The following chapter will now look at the issues, namely those of joint working, between the 
organisations and professionals involved in older people’s care, with the focus upon discharge 
from the acute setting. The same surveys have been used to extrapolate the findings.
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Chapter Ten
Research Findings 4: Working Together in the Care of Older 
People
(Survey of Acute Trusts and Primary Care Trusts on Older People and Hospital 
Discharge) 
10.0 Introduction
In the previous chapter, the findings from the surveys of acute trusts and PCTs were presented. 
These findings showed that there were a number of key players involved in the care of older 
people, especially in their discharge from acute settings. One of the key players that stood out 
was social services because of their involvement at every key stage of care for older people, in 
comparison to their partner organisations. Their involvement shows that social workers are key 
professionals in the care of older people.
This chapter will look further into the issues surrounding joint working between the organisations 
and professionals involved in older people’s care, with special focus upon social services and 
social workers’ input.
10.1 Mapping Exercise of Older Patient’s Through Hospital Care
The Audit Commission in their report on Integrated Care (Audit Commission, 2002) researched 
the benefits of doing a mapping exercise. The Audit Commission said that it would lead to more 
integrated care amongst older people services.
Figure 10.0: Acute trusts that do a mapping exercise o f older patients through hospital care
Dont know
□  Yes
□  No
□  Don’t know
Figure 10.0 shows that 64 percent of acute trusts carry out a mapping exercise of older patients 
through hospital care. However, there are still 35 percent who do not and 1 percent that do not 
know. This means that 36 percent of acute trusts do not have an overview of an older patient’s
246
Ludmila lyavoo Chapter 10
journey through hospital care, and so may not be aware of any issues that are hindering the 
journey and will not be able to get to the root of the problem.
The mapping exercise of an older patient’s hospital journey enables the acute trusts to see the 
number of organisations and professionals involved. This gives the acute trust an overview of 
how they all work together in the process and also where there are blockages occurring in the 
system. By doing such an exercise, the acute trusts and all involved can see what happens if they 
do not perform their responsibilities properly in that there will be repercussions for the patient but 
also effects upon the work of the other organisations and professionals involved.
10.2 Communication Between Organisations in the Planning of Older People’s 
Services
Figure 10.1 shows that the majority of communications between the PCTs and the other 
organisations, both formal and informal occur on a monthly basis. It is demonstrated social 
services, 71 percent and the acute sector, 72 percent have the largest amount of communication on 
a monthly basis with PCTs in the planning of older people services. This is expected since both 
social services and the acute sector are the major key players in the planning stage.
Figure 10.1: Frequency o f the PCT meeting formally as well as informally with the organisations below 
in connection with the planning o f older people’s services
□  Don't Know
□  No contact
■  Informal Contact only
□  Annually
□  Quarterly
□  Monthly
□  Weekly
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On a weekly basis, social services have the highest percentage of communication with PCTs, 20 
per cent. However, with social services having the most involvement in the planning of older 
people’s services (see figure 10.0), weekly contact appears to be lower than expected.
Communication amongst the independent sector and PCTs is poor, with 1 per cent of PCTs 
communicating with the independent sector weekly, 41 per cent monthly and 26 percent quarterly. 
With the independent sector experiencing many changes, PCTs need to have some form of contact 
with them at least monthly. These changes such as the closures of care homes will have a definite 
impact upon the planning of older people’s services. Consequently, there is still 58 percent of 
PCTs that have less than monthly contact with the independent sector. It is acknowledged that 
there are variations geographically, and that some areas are in need of more contact in comparison 
to other areas due to the population of older people, but by having more communication between 
the sectors which already experience a volatile relationship, issues and awareness of current 
situations can be addressed and accounted for within the planning stages.
10.3 Communication Between the Organisations in the Operation of Older People’s 
Services
In contrast to the communication between the organisations during the planning of older people’s 
services, figure 10.2 shows there is a marked difference in communication between the 
organisations in the operation of older people’s services.
Figure 10.2 demonstrates weekly communication between the PCT and the other organisations is 
greater at operation level. This is logical since issues arise which require discussion and would 
not have been foreseen in the planning stages. Again, social services have the greatest weekly 
contact with the PCTs, with 52 percent of PCTs in weekly communication. There is also monthly 
communication with social services for 36 percent, and this is lower than when in the planning 
stages. The reasoning behind this would be that during the planning stages fewer issues arise in 
comparison to when implementation is taking place.
The PCTs’ communication with hospital services has also changed, with more weekly 
communication (46 percent) occurring between the two organisations. Similar to the reasoning 
for the increase in communication with social services, the same is applicable here, whereby as 
services are in operation there is an increase in issues occurring which constantly need to be 
discussed. Also the monthly communications has also decreased to 39 percent due to the 
frequency in communication on a weekly basis between the PCT and the hospital services. 
Hospital services need an immediate response to queries regarding services for older people in 
order to address the needs of older patients within hospitals, which need to be directed towards 
primary care.
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Figure 10.2: Frequency o f the PCT meeting formally as well as informally with the organisations below 
in connection with the operation o f older people’s services
100%
■  Don't Know
□  No contact
■  Informal Contact only
□  Annually
□  Quarterly
□  Monthly
□  Weekly
Other key players such as housing services, voluntary services and the independent sector in the 
planning of older people services have less communication during the operation of older people’s 
services. There has been more communication quarterly and informal contact in comparison to 
the majority of monthly communication occurring between these key players.
10.4 Formal Opportunities to Discuss the Discharge of Older People from Acute 
Care
Figure 10.3 shows the types of meetings that are held between acute trusts and other organisations 
in the discussion of older people’s care. These meetings mentioned in the survey are the current 
types of meetings that are held to discuss older people’s care, especially delayed discharges.
The main types of meetings are:
• Weekly / SITREP meetings
• Discharge planning -  operational
• Capacity planning
• Discharge planning -  strategic
• Continuous / intermediate care ops (inc providers from the community)
The other meetings have not been mentioned since they account for less than 15 percent of acute 
trusts.
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Figure 10.3: Types o f formal meetings (acute trust survey)
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Figure 10.4: Types o f formal meetings (PCTs survey)
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Figure 10.4 also shows the types of meetings being held to discuss the discharge of older people 
according to the PCTs, The main meetings that are used as follows:
• Discharge planning -  operational
• Capacity planning
• Weekly / SITREP review meetings
• Emergency planning
• Discharge planning -  strategic
• Older persons group
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The remaining meetings have not been mentioned since they account for less than 15 percent of 
PCTs. Figures 10.3 and 10.4 highlight that there are similarities in the meetings held to discuss 
the discharge of older people.
10.4.1 Weekly / SITREP meetings
Figure 10.5: The involvement of organisations in weekly /  SITREP meetings 
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Weekly / SITREP meetings is where SITREP (Situation Report) are discussed. The purpose of 
SITREP is to provide a snapshot of pressures faced by the NHS in real time and to give an 
indication of how organisations are responding to particular pressures such as delayed discharges. 
Hence, they are able to tackle any issues, such as delays in discharge, during these weekly 
meetings with other organisations.
Figures 10.3 and 10.4 show that 49 percent of acute trusts and 38 percent of PCTs hold this type 
of meeting. Both of the graphs in figure 10.5 show 95 percent of these acute trusts and 95 percent 
of PCTs said that social services were involved in the weekly SITREP meetings. This shows that
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both of these types of trusts are in agreement about social services’ involvement in this particular 
meeting.
85 percent of the PCTs said that NHS trusts were involved in this meeting, which is unusual since 
it would be expected that there would be a 100 percent involvement because the discharge of an 
older person is from the NHS trust hospital.
It is clear from figure 10.5 that 50 percent of acute trusts and 76 percent of PCTs involved the 
PCTs and GPs in the weekly meetings. In the case of acute trusts this is a low percentage 
considering the discharge of an older person is into the community, and thus having such a low 
input from PCTs will hamper continuity of care. However, figure 10.4 does show that only 38 
percent of PCTs have this type of meeting.
Other organisations such as local authority housing and voluntary organisations also have 
involvement in the meetings, but both the acute trusts and the PCTs surveys show that their 
involvement is minimal.
10.4.2 Discharge Planning -  Operational
Figure 10.6: The involvement o f  organisations in discharge planning (operational)
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Meetings discussing discharge planning at an operational level is self explanatory. Figures 10.3 
and 10.4 show that 47 percent of acute trusts and 46 percent of PCTs hold this type of meeting to 
discuss discharge, respectively.
Figure 10.6 shows that 92 percent of the acute trusts and 93 percent of PCTs said social services 
have involvement in this type of meeting. Discharge heavily depends on the community and its 
resources and social services are in the frontline of this. 76 percent of acute trusts and 83 percent 
of PCTs said that PCTs and GPs had involvement in this. A reason for these figures not being 
any higher is because the PCTs and GPs look after the health needs of their local populations, as 
opposed to social services who help a person to remain as independent as possible.
It is also shown that 85 percent of PCTs said that NHS trusts were involved in this discharge 
planning meeting which is expected. 37 percent of acute trusts said that other trusts are involved 
in this meeting.
24 percent of acute trusts also said that voluntary organisations are involved in this meeting. 
Voluntary organisations are heavily involved in all areas of care and supply many services, 
therefore having involvement provides more services and creates more options in reducing the 
pressures of discharge.
24 percent of PCTs said local authority housing is involved in these meetings. Housing assists 
individuals to live as independently and as safely as possible in their home environment, and 
therefore they have to ensure that a person’s living environment is satisfactory following a 
discharge.
The other organisations are involved in the meetings but only a small portion of acute trusts and 
PCTs said that they involve these organisations.
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10.4.3 Capacity Planning
Figure 10.7: The involvement o f organisations in capacity planning 
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Capacity planning meetings discuss capacity issues within the hospital and in the community and 
their affects upon discharge and solutions. Figures 10.3 and 10.4 show that 30 percent of acute 
trusts and 39 percent of PCTs have this type of meeting, respectively.
Figure 10.7 shows that 92 percent of the acute trusts and 95 percent of the PCTs said that social 
services have involvement in these meetings. Social services’ capacity issues, such as a lack of 
care home beds, will have an impact upon discharge. 92 percent of acute trusts and 98 percent of 
PCTs said that PCTs and GPs were involved in these meetings. All the professionals and 
organisations involved in the discharge of patients or providing care to those that have been 
discharged will face capacity issues that need to be mentioned so that awareness is at its highest.
95 percent of PCTs said that NHS trusts are involved in these meetings and 69 percent of acute 
trusts said that other trusts are involved in these meetings. NHS trusts will have capacity issues
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which have consequences for other areas in the trust due to any delays in discharge. Additionally, 
by having other trusts involved in these meetings opens up other options for exploration.
Figure 10.7 also shows that there is more involvement of voluntary organisations in this meeting 
than the other meetings discussed. This is because voluntary organisations can help in capacity 
issues and help to alleviate some of the pressures.
10.4.4 Discharge Planning (Strategic)
Figure 10.8: The involvement o f organisations in discharge planning (strategic) 
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Discharge planning at a strategic level looks at it on more of a long term basis in order to make 
preparations and plans. Figures 10.3 and 10.4 reveal that 29 percent of acute trusts and 18 percent 
of PCTs are involved in this type of meeting to discuss discharge.
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Figure 10.8 shows that 76 percent of acute trusts and 82 percent of PCTs said that social services 
are involved in this type of meeting. There is less involvement of social services in these 
meetings in comparison to the other meetings discussed. Despite this, social services still has a 
large involvement in the meeting.
78 percent of the acute trusts and 79 percent of the PCTs said that PCTs and GPs are involved in 
these discussions. Figure 10.8 also shows that 82 percent of PCTs said that NHS trusts are 
involved in these meetings and 45 percent of other Trusts are involved.
10.4.5 Continuous / Intermediate Care Operations (Including Providers within the 
Community)
Intermediate care provides the care for the intense rehabilitation between the transition phases 
from acute care to primary care. Figures 10.3 and 10.4 show 23 percent of acute trusts and PCTs 
are not involved in such meeting, respectively.
Figure 10.9 indicates that 92 percent of the acute trusts reported that social services are involved 
in this type of meeting. Since social services provide intermediate care in the community it is 
necessary for them to be present at such meetings.
Figure 10.9: The involvement o f organisations in continuous /  intermediate care operations (Acute 
survey)
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79 percent of acute trusts also said that PCTs and GPs are involved in this meeting. This is an 
interesting finding since the PCTs did not mention that they are involved in such meetings as 
figure 10.4 shows. 31 percent of acute trusts also said that voluntary organisations are also 
involved in the meeting.
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10.4.6 Older Persons Group
FigurelO.lO: The involvement o f organisations in older persons group (PCT survey)
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Older persons’ groups is where professionals meet with older people to discuss any issues 
surrounding this client group. Figures 10.3 and 10.4 show that 11 percent o f acute trusts 
and 17 percent o f PCTs have this type o f  meeting.
Figure 10.10 demonstrates that 96 percent of PCTs said social services and NHS Trusts are 
involved in the older persons’ group. 88 percent of PCTs felt that PCTs and GPs are involved in 
the meeting as well as 77 percent mentioning the involvement of the voluntary sector. This high 
involvement of the organisations suggests that older people’s issues are a priority for these 
organisations.
10.4.7 Emergency Planning
Emergency planning suggests that these meetings are held to discuss emergency 
situations that occur. Figures 10.3 and 10.4 show only 1 percent of acute trusts used emergence 
planning as an opportunity to discuss the discharge of older people, whilst 24 percent of PCTs 
used this type of meeting.
Figure 10.11 highlights that it is mainly the PCTs and social services who are involved in this 
meeting, followed by the 80 percent of PCTs indicating that NHS trusts are involved.
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Figure 10.11: The involvement o f organisations in emergency planning (PCT survey)
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10.5 Helpfulness of Organisations in Reducing Delayed Discharge on a Formal Basis
Table 10.0: Descriptive statistics fo r the helpfulness o f  organisations in reducing delayed discharge 
according to the acute trusts
Local
Authority
Housing
Local
Authority
Benefits
Social
Services
PCTs [ Strategic” ! 
I Health 
1 Authorities
Voluntary
Organisations
Other
Trusts
N Valid 53 50 157 136 51 73 87
Missing 0 0 0 0 : "o 0
Mean 4.74 456 7.80 7.18 4.84 6.22 6.00
Median 5.00 4.00 8.00 7.00 5.00 6.00 6.00
Mode 5 5 8 8 5 5 5
Std. 2536 2257 1.849 2.030 2245 2.281 2.236
Deviation , J
Variance 6.429 5.092 3.420 4.122 7.535 5.201 5.00
Table 10.0 shows all the measures of central tendency have unequal values and therefore there is 
not a normal distribution for each of the variables. The standard deviations further indicates that 
there are large dispersions of the data in relation to the mean, hence implying that the variables do 
not have a normal distribution.
Table 10.1 shows the results of the normality test on the variables to see if they are significantly 
different from a normal distribution. Table 10.1 shows that except for local authority housing the 
other variables’ distributions are significantly different from a normal distribution. Consequently, 
in order to have a measure of central tendency except for local authority housing, the median is a 
more appropriate measure for this since the mean will be an inaccurate representation of the
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distribution of data. However for local authority housing, the mean will still be an accurate
representation since there is a normal distribution of data.
Table 10.1: Test o f Normality (Kolmogorov -- Smirnov) fo r the helpfulness o f organisations in reducing
delayed discharge according to the acute trusts
Kolmogorov -  Smirnov
Statistic d f Sig.
Local Authority housing .119 53 .059
Local Authority Benefits .128 50 .039
Social Services .206 157
PCTs .149 136 .000
Strategic Health Authorities .144 51 .010
Voluntary Organisations .118 73 .013
Other Trusts .178 87 .000
Table 10.2: Descriptive statistics fo r the helpfulness o f  organisations in reducing delayed discharge 
according to PCTs
Local
Authority
Housing
Locafn 
Authority ! 
Benefits Jj
Social
Services
Other
PCTs/GPs
Strategic
Health
Authorities
Voluntary
Organisations
Acute
Trusts
N Valid 22 84 97 14 19 88 3
Missing 0 0 0 0 0 0 0
Mean 6.14 5.10 8A2 6.71 4.00 6.47 853
Median ...... ] 5.50 5.00 9.00 } 7Ü0 1 5.001 7.00 9.00
Mode 5 5 10 7 5 7 6"
Std. 2.232 2.600 1.743 2.164 2.186 1.994 2.082
Deviation
1
Variance 4.981 6.762 3.038 4.681 4.778 3.976 4533
 ^Multiple modes exist. The smallest value is shown.
As is evident from table 10.2, all the measures of central tendencies are unequal and therefore all 
the variables do not have a normal distribution. The standard deviations show large dispersions in 
the distribution of data in relation to the mean, and so further implying that the data are not 
normally distributed for each of the variables.
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Table 10.3: Test o f Normality (Kolmogorov -  Smirnov) fo r the helpfulness o f organisations in reducing 
delayed discharge according to PCTs
Sig.
.030
.004
.000
Statistic
Kolmogorov - 
Df
Local Authority Housing T95 22
Local Authority Benefits .122 84
Social Services I .207 j 97
Other PCTs/GPs .267 14
Strategic Health Authorities .203 19
Voluntary Organisations .117 88
Acute Trusts 2% 3
.008
.039
.005
Table 10.3 shows the results of the test for normality for each of the variables. The table includes 
all the variables except for acute trusts have distributions that are significantly different from a 
normal distribution. The variable acute trusts do not have a result for the significance of 
normality due to the small number of acute trusts that were tested. However, all the other factors 
point to a non normal distribution.
Since all the variables have non normal distribution of data, the mean is not an accurate 
representation of the data and therefore the median is a more reliable result to use.
10.5.1 Local Authority Housing
Tables 10.0 and 10.1 imply that the mean of 4.74 is an accurate representation of the distribution 
of data. Therefore where the value of 1 represents not at all helpful and 10 represents very 
helpful, the value of 4.74 falls towards not at all helpful. Subsequently from the 31 percent of 
acute trusts it was felt that overall local authority housing were not helpful in helping to reduce 
delayed discharge. A reason for this could be that they view themselves as detached from the 
problem and that it is a ‘health’ issue.
The value of the median in table 10.2 is 5.50. This suggests that the PCTs felt that the local 
authority housing were neither helpful nor unhelpful in reducing delayed discharge.
There is not much difference in the perceptions of both the acute trusts and the PCTs in the 
helpfulness of local authority housing in reducing delayed discharge.
10.5.2 Local Authority Benefits
Tables 10.0 and 10.1 show a median of 4.00, which is the best measure of central tendency of the 
distribution of data. This implies that local authority benefits on the scale of 1 to 10, where 1 is 
not at all helpful and 10 is very helpful, are considered not to be helpful in reducing delayed
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discharge. Similar to the reason behind local authority housing not being helpful the same applies 
here. However, local authority benefits play a vital part since they help to provide funding for 
community care accommodation if needed and relieve some of the funding issues surrounding the 
discharge of older people as well as helping individuals access their benefits entitlement.
Table 10.2 shows that 5.00 is the measure of central tendency. This implies that the PCTs thought 
that local authority benefits were neither helpful nor unhelpful in reducing delayed discharge.
This shows there is not much difference between the perceptions of the acute trusts and the PCTs 
of local authority benefits apart from that the acute trusts felt that they were slightly more 
unhelpful.
10.5.3 Social Services
The value of the median in table 10.0 is 8.00, which is the measure of central tendency of the 
distribution of data. 93 percent of acute trusts felt that social services are more than helpful in 
helping to reduce delayed discharge with the acute trusts. This implies that social services, which 
are at the forefront of this issue, are being helpful in trying to reduce delayed discharge and that 
they recognise that it is a shared problem.
Table 10.2 shows the measure of central tendency to be 9.00 (median). This suggests that the 
PCTs felt that social services are almost always very helpful in reducing delayed discharge. This 
is also very similar to the perceptions of the acute trusts.
These findings question whether the Community Care Bill (Department of Health, 2003b), which 
is functional in April 2004, is necessary. The bill introduces a penalty charging system whereby 
social services are penalised for every day spent in an acute trust following the patient being 
declared medically fit. Therefore, this bill will carry extra burden for social services but will also 
cause friction between the acute trusts and social services.
10.5.4 PCTs
Table 10.0 shows the value 7.00 as an overall measure for the distribution of data. This implies 
that 80 percent of the acute trusts thought that PCTs were helpful in reducing delayed discharge.
Table 10.2 shows the measure of central tendency as 7.00 which shows that the PCTs felt that 
other PCTs are helpful in reducing delayed discharge. The PCTs and acute trusts have similar 
perceptions about how helpful PCTs are in reducing delayed discharge.
10.5.5 Strategic Health Authorities
Table 10.0 shows that the measure of central tendency for the data is 5.00, which implies that the 
acute trusts felt that the strategic health authorities were neither helpful nor unhelpful.
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Table 10.2 presents the measure of central tendency as 5.0, which suggests that the PCTs also felt 
that the strategic health authorities are neither helpful nor unhelpful in reducing delayed 
discharge.
Therefore, both the acute trusts and PCTs had the same views regarding the helpfulness of the 
strategic health authorities in the issue of delayed discharge.
10.5.6 Voluntary Organisations
Table 10.0 shows the measure of central tendency as 6.00, which suggest that the acute trusts felt 
that overall voluntary organisations are slightly helpful in reducing delayed discharge. The only 
ways in which the voluntary organisations can have an impact is through providing services to 
help alleviate the problem. However, the types of services that they provide are more community 
based which help with community services.
Table 10.2 shows the overall distribution of data is 7.00, which implies that the PCTs felt that the 
voluntary organisations are more helpful in reducing delayed discharge. This is similar to how 
the acute trusts felt about the helpfulness of voluntary organisations.
10.5.7 Acute Trusts
Table 10.0 shows the measure of central tendency as 6.00. This suggests that the acute trusts felt 
that other trusts were slightly helpful in reducing delayed discharge. Having other Trusts 
involved in helping to reduce delayed discharge allows a sharing of learning experiences and 
solutions which will quicken the process of reducing delayed discharge as well as saving 
resources. However, other trusts will have limits to helping others due to the different factors 
contributing to the delayed discharge that each trust experiences.
Table 10.2 shows the measure of central tendency of the data distribution has the value of 9.00. 
This implies that the PCTs felt that the acute trusts are almost very helpful in reducing delayed 
discharge. This is an expected result since delayed discharge occurs within a hospital setting and 
the acute trusts need to release bed space.
10.6 Helpfulness of Organisations in Reducing Delayed Discharge on an Informal 
Basis
Table 10.4 shows all the measures of central tendency for all the variables do not have equal 
values which imply that all the distributions are not normal. Additionally, the standard deviations 
demonstrate that there are large dispersions of data in relation to the mean.
Table 10.5 also highlights that all the variables are significantly different from a normal 
distribution. This results in the mean not being an accurate representation of the distribution of
262
Ludmila lyavoo Chapter 10
data. Therefore, the median for all the variables is a more appropriate measure of central 
tendency.
Table 10.4: Descriptive statistics for the helpfulness o f organisations in reducing delayed discharge 
according to acute trusts
Local
Authority
Housing
Local 1 
Authority 
Benefits ]
Social
Services
PCTs S tra t^ c
Health
Authorities
Voluntary
Organisations
N Valid 102 69 165 149 72 132
Missing 0 0 0 0
“ J
Mean 4.70 4.71 7.72 7.11 4.88 6.30
Median 5.00 5.00 8.00 74W 1 3:66 ' 6.00
Mode 5 5 8 T 5 5=
Std. 2.286 2d36 T922 T981 2J51 2214
Deviation
Variance 5.224 4.562 3.693 3^%6 5.069 4.900
Other
Trusts
130
0
5.72
6.00
5
2.350 
5^23
 ^Multiple modes exist. The smallest value is shown
Table 10.5: Test o f Normality (Kolmogorov -  Smirnov) for the helpfulness o f organisations in reducing 
delayed discharge according to acute trusts
Kolmogorov -  Smirnov
Statistic Df Sig.
Local Authority Housing .141 102 .000
Local Authority Benefits .163 69 .000
Social Services .201 165 .000
PCTs .129 149 .000
Strategic Health Authorities .131 72 .004
Voluntary Organisations .119 132 .000
Other Trusts 130 .000
Table 10.4 shows that the median for local authority housing is 5.00, which implies the acute 
trusts felt that housing is neither helpful nor unhelpful in reducing delayed discharge on an 
informal basis.
Table 10.4 also reveals that the median for local authority benefits is 5.00, which suggests that the 
acute trusts thought local authority benefits were neither helpful nor unhelpful in reducing delayed 
discharge on an informal basis.
Table 10.4 shows the median for social services to be 8.00, which indicates the acute trusts felt 
that social services are helpful in reducing delayed discharge on an informal basis, as measured on 
a scale of 1 to 10, where one represents not at all helpful and 10 represents very helpful.
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PCTs have a median of 7.00 (see table 10.3), which implies that the acute trusts thought that PCTs 
are slightly helpful in reducing delayed discharge on an informal basis. Table 10.5 shows the 
median is 5.00 which suggests that the acute trusts do not think that the strategic health authorities 
are neither helpful nor unhelpful in reducing delayed discharge through informal communication.
Table 10.5 shows the median for voluntary organisations is 6.00 which implies that the acute 
trusts feel that voluntary organisations are slightly helpful on an informal basis into reducing 
delayed discharge. Also other acute trusts share the same median of 6 which also suggests that 
the acute trusts felt that other acute trusts slightly help in reducing delayed discharge on an 
informal basis.
10.7 Informal Communications Between the Acute Trusts and Other Organisations 
in Reducing Delayed Discharge
10.7.1 Local Authority Housing
Figure 10.12: Frequency o f informal communication with local authority housing
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As is clear in Figure 10.12, 43 percent of acute trusts participate in informal communication with 
local authority housing less than once a month, followed by 25 percent never having 
communication with housing. The remaining frequencies of informal communication accounted 
for small percentages of acute trusts.
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10.7.2 Local Authority Benefits
Figure 10.13: Frequency o f informal communication with local authority benefits
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Figure 10.13 reveals that 40 percent of acute trusts do not have informal communications with 
local authority benefits. 27 percent of acute trusts have informal communication less than once a 
month, followed by the remaining small amount of acute trusts having informal communication 
on a daily or at least weekly basis.
10.7.3 Social Services
Figure 10.14: Frequency o f informal communication with social services
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Figure 10.14 shows 69 percent of acute trusts usually have daily informal communication with 
social services, and 23 percent of acute trusts said the engage in informal communication at least 
weekly. Social services are the acute trusts’ main partners in moving older people from hospital 
care to community care.
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10.7.4 PCTs
Figure 10.15: Frequency of informal communication with PCTs
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Figure 10.15 shows acute trusts informal communication with the PCTs occurs in different 
frequencies for each acute trust. 25 percent of acute trusts communicate daily, 30 percent at least 
weekly, 20 percent at least monthly, followed by 14 percent on a less than monthly basis. This 
variation implies that there is not enough regular communication between acute and primary care 
sectors which is needed to provide a continuity of care.
10.7.5 Strategic Health Authorities
Figure 10.16: Frequency of informal communication with strategic health authorities
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Figure 10.16 shows that 33 percent of acute trusts communicate informally with strategic health 
authorities on a less than monthly basis. 33 percent never communicate with the strategic health 
authorities regarding the reduction of delayed discharge, followed by 21 percent of acute trusts 
who do not know if there is informal communication. Since the function of strategic health 
authorities does not involve commissioning and providing services anymore (Chapter 3) this 
would explain the reason for them having the least amount of informal communication. When 
communication occurs between the acute trusts and the strategic health authorities it would be on 
a more formal basis through reporting on their performance.
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10.7.6 Voluntary Organisations
Figure 10.17: Frequency of informal communication with voluntary organisations
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Figure 10.17 indicates that 41 percent of acute trusts communicate informally with voluntary 
organisations less than once a month. 18 percent communicate at least monthly, followed by 13 
percent weekly. The remaining acute trusts communicated informally with the voluntary 
organisations either on a daily basis, not at all or did not know. Acute trusts informally 
communicating more frequently with voluntary organisations can further acute trusts’ knowledge 
on the services available, thus increasing options.
10.7.7 Other Trusts
Figure 10.18: Frequency of informal communication with other Trusts
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Figure 10.18 shows acute trusts informally communicate at a variety of levels with other trusts 
regarding delayed discharge. 28 percent of trusts communicate less than once a month, 21 percent 
communicate at least monthly, 20 percent at least weekly followed by only 10 percent on a daily 
basis.
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10.8 Ways in Which Improvements Have Occurred in Reducing Delayed Discharge
Figure 10.19 shows 66 percent of acute trusts thought better working relationships and increase in 
the communication amongst organisations have occurred as a result of tackling delayed discharge. 
40 percent of the acute trusts felt that there was also better understanding between the agencies. 
This evidence highlights that when dealing with such a pressure that affects all agencies, agencies 
and professionals have to come together in order to alleviate the problem. This was also 
mentioned by one of participants in the findings in Chapter 8.
Despite the better working relationships and greater understanding, figure 10.19 shows only 28 
percent of acute trusts have been working jointly, sharing staff or having joint teams to address 
the problem, which demonstrates further work can be done here to increase the level of joint 
working. Additionally, figure 10.19 shows only 16 percent of acute trusts have a joint record 
system in place for the sharing of information. This is very low and until the number of acute 
trusts who share information increases, having the patient at the centre of care will not happen 
amongst health and social care services.
Figure 10.19: fVays in which improvements have occurred in reducing delayed discharge
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Figure 10.19 reveals that only 14 percent of acute trusts thought that there was better access to 
care in the community. This figure should be increased through community services making the 
acute sector more aware of the types of services available within the community and their 
accessibility.
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14 percent of acute trusts (figure 10.19) said that streamlining the assessment process has 
improved, resulting in the problem of delayed discharge being dealt with. Streamlining this 
process reduces duplication of assessments by several agencies and professionals as well as 
reducing the time taken to do multiple assessments. Once agencies have finished the setting up 
process of the single assessment, more acute trusts will see improvements.
Figure 10.19 shows 9 percent of acute trusts believe that improvements had occurred due to 
funding. Funding has always been an issue and will continue to be so. Funding is a central 
government issue that is politically driven and therefore agencies can only work with what is 
given to them.
10.9 Barriers Faced when Dealing with Other Agencies and Professionals
10.9.1 Pressures within Trust / Hospital (e.g. trolley waits)
Figure 10.20: Frequency o f the pressures within Trusts /  Hospital
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Figure 10.20 shows that 37 percent of acute trusts and 47 percent of PCTs felt that the pressures 
within trusts / hospitals are mainly an occasional barriers between professionals and organisations. 
Following this, 20 percent of acute trusts and 27 percent of PCTs thought that the pressures were 
always an issue when dealing with other agencies and professionals. Therefore, this has an effect 
upon partnership working with other agencies and professionals. The remaining aeute trusts and 
PCTs felt the pressures were either rarely or never an issue, with the remainder not knowing.
10.9.2 Breakdown in Communication Between Organisations
Figure 10.21 shows the majority of acute trusts and PCTs felt that breakdown in communication 
between the organisations occurred occasionally. Figure 10.21 demonstrates that 62 percent of 
acute trusts and 70 percent of PCTs felt this was an occasional issue. A small percentage of acute 
trusts and PCTs thought it was always a barrier between the organisations; 12 pereent of acute 
trusts and 8 percent of PCTs. The remaining acute trusts and PCTs thought it was rarely an 
occurrence or was never a concern.
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Figure 10.21: Frequency o f the breakdown in communication between organisations
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10.9.3 Staff Shortages in Acute Trust
Figure 10.22: Frequency o f  staff shortages in acute trust
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Figure 10.22 shows the majority of acute trusts and PCTs felt that this was a barrier to agencies 
and professionals working together occasionally (59 percent of acute trusts and 57 percent of 
PCTs). Having staffing issues causes communication difficulties, hampers continuity of care and 
also patient eare. Only 24 percent of acute trusts and 17 percent of PCTs thought this was always 
a barrier when dealing with other agencies and professionals. The remaining acute trusts and 
PCTs thought it was either rarely or never a barrier to contend with. Additionally a few acute 
trusts and PCTs were not sure.
10.9.4 Staff Shortages in PCT Clinical Staff
Figure 10.23 shows that 40 percent of acute trusts and 55 percent of PCTs felt staff shortages in 
PCT clinical staff is occasionally an issue. 31 percent of acute trusts and 25 percent of PCTs 
thought it was rarely an issue, whilst only 15 percent of acute trusts and 11 percent of PCTs 
thought it was always a barrier. The remaining acute trusts and PCTs either thought it was never 
an issue or did not know.
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Figure 10.23: Frequency o f staff shortages in PCT clinical staff
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10.9.5 Staff Shortages in PCT Administrative Staff
Figure 10.24: Frequency o f staff shortages in PCT administrative staff
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Figure 10.24 shows that 43 percent of acute trusts and 41 percent of PCTs thought staff shortages 
in PCT administrative staff was rarely an issue. Following this, 31 percent of acute trusts and 21 
percent of PCTs thought occasionally this was an issue. The remaining acute trusts and PCTs 
thought it was never a barrier and less than 7 percent of acute trusts and PCTs thought it was 
always an issue or did not know.
10.9.6 Staff Shortages in Social Services
In Figure 10.25, it is clear that the majority of PCTs (65 percent) feel that this is occasionally a 
problem, whilst 48 percent of acute trusts think it is an occasional problem. This demonstrates 
that there is a vast difference in the perceptions of both the acute trusts and PCTs in their feelings 
towards whether staff shortages in social services are a barrier in dealing with other agencies and 
professionals. This is further shown in figure 10.25, where 43 percent of acute trusts and only 15 
percent of PCTs think it is always an issue. Therefore, acute trusts who deal with social services 
on a regular basis in regards to hospital diseharge of older people feel this is a concern.
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Conversely, PCTs work with social services in different areas and may not experience this as 
much as the acute trusts.
Figure 10.25: Frequency o f staff shortages in social services
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The remaining acute trusts and PCTs say it is rarely an issue and very few say it is never an issue 
or that they do not know.
10.9.7 Funding Shortages in Primary Care
Figure 10.26: Frequency o f funding shortages in primary care
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Figure 10.26 shows that the majority of acute trusts and PCTs feel that funding shortages in 
primary care is occasionally an issue (41 percent of acute trusts and 45 percent of PCTs). 27 
pereent of the acute trusts and 22 percent of the PCTs thought it was rarely an issue between 
organisations and professionals. Even less thought it was always a problem followed by a small 
amount who think it is never an issue or do not know.
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10.9.8 Funding Shortages in Social Services
Figure 10.27 shows that the majority of acute trusts and PCTs feel that the funding shortages in 
social services are either always or occasionally a barrier between the agencies and professionals. 
48 percent of acute trusts and 44 percent of PCTs thought it was occasionally an issue and 43 
percent of acute trusts and 36 percent of PCTs thought it was always an issue. The remaining 
acute trusts and PCTs thought it was rarely or never an issue with a few that did not know.
Figure 10.27: Frequency o f funding shortages in social services
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Figure 10.27 demonstrates that there are issues that have to be addressed since it is causing 
barriers between the agencies and professionals.
10.9.9 Differences in Definitions of Terms Between Organisations
Figure 10.28 indicates that the majority of acute trusts and PCTs feel that this is occasionally an 
issue. 56 percent of acute trusts and 45 percent of PCTs thought it was occasionally an issue. 
Less than 15 pereent of the acute trusts and PCTs thought it always was an issue, whereas the rest 
thought it was rarely or never a barrier, with a few who did not know.
Figure 10.28 demonstrates that these differences occur in the system occasionally, but is not 
always a barrier between the organisations.
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Figure 10.28: Frequency of differences in definitions of terms between organisations
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10.9.10 Decision-Making at Different Levels in Different Organisations
Figure 10.29: Frequency o f decision-making at different levels in different organisations
60%
50%
40%
30%
20%
10%
0%
n  A cu te  Trusts 
D PCTs
| mi .1 inj — H
A lw a y s / O ccasionally  
Usually
Rarely Never Don’t know
Figure 10.29 shows the levels of decision making within the organisations as mainly an 
occasional problem between the agencies and professionals as was indicated by 54 percent of 
acute trusts and 48 pereent of PCTs. Following this, 24 percent of acute trusts and 33 percent 
PCTs thought it rarely was a problem. The remaining trusts thought it was always an issue, with a 
few responding with never or don’t know.
10.9.11 Organisations with Different Geographical Boundaries
Figure 10.30 shows this is an occasional barrier between agencies and professionals according to 
54 percent of acute trusts and 49 percent of PCTs. Only 28 percent of aeute trusts and 13 percent 
of PCTs always find the different geographical boundaries to be a problem. The rest of the acute 
trusts and PCTs feel that this is rarely an issue or have never thought that it was, with a few saying 
that they were not sure.
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Figure 10.30: Frequency o f organisations with different geographical boundaries
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10.9.12 Incompatible Administrative Systems
Figure 10.31 shows that the majority of acute trusts and PCTs feel that incompatible systems is a 
barrier between the agencies and professionals always or occasionally. With 34 percent of acute 
trusts and 26 percent of PCTs claiming that it was always an issue and 30 percent of acute trusts 
and 46 percent of PCTs indicating that it was occasionally an issue. Both acute trusts and PCTs 
had 22 percent thinking it was rarely a problem, whilst the rest thought it was never an issue or 
they did not know.
Figure 10.31: Frequency o f incompatible administrative systems
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10.9.13 Heavy Workloads Resulting in Discharges Being Low in Priority Within the 
Acute Trusts
Figure 10.32 demonstrates that 40 percent of the acute trusts thought that discharges being low in 
priority was occasionally a problem between agencies and professionals. 22 percent of the acute 
trusts thought it was always a problem. The rest thought it rarely, never, or did not know whether, 
it was a problem.
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Figure 10.32: Frequency o f heavy workloads resulting in discharges being low in priority within the 
acute trusts
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10.9.14 Competing Priorities in PCT
Figure 10.33 shows the majority of PCTs thought competing priorities in PCTs is occasionally or 
rarely a barrier between agencies and professionals. 43 percent of PCTs thought it was 
occasionally and 34 percent thought it was rarely. The remaining thought it was always or never 
a problem and a few did not know.
Figure 10.33: Frequency o f competing priorities in PCT
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10.9.15 Competing Priorities in Partner Organisations
Figure 10.34 shows that 60 percent of the PCTs feel that competing priorities in partner 
organisations is a barrier between agencies and professionals. 20 percent of the PCTs thought that 
it was rarely an issue and a small percentage of PCTs thought it was always, never or they did not 
know.
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Figure 10.34: Frequency o f competing priorities in partner organisations
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10.10 Effective Ways in Which the Barriers Have Been Overcome
10.10.1 Whole-Trust Support for Having Delayed Discharge as a Priority
Figure 10.35: Frequency o f whole-trust support for making dealing with delayed discharge as a priority
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Q A c u te  tr u sts  
O PCTs
A l w a y s /  O cca sio n a lly  
usually
Rarely N ev er D on’t know
Figure 10.35 reveals that the majority of acute trusts and PCTs always have whole-trust support in 
making delayed discharge a priority. This is expected since there in an increasing amount of 
government pressure to reduce delayed discharge. Figure 10.35 demonstrates that this is a 
popular way of effectively overcoming difficulties in working with agencies and professionals on 
an issue such as delayed discharge, whereby both types are trusts have full support from their 
trusts in dealing with such an issue.
Figure 10.35 also shows that 15 percent of acute trusts and 23 percent of PCTs occasionally have 
whole-trust support, whilst the remaining acute trusts and PCTS either rarely or never have this as 
an effective way, and a few did not know.
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10.10.2 Strong Formal Communication Links Between Organisations
Figure 10.36 shows that 73 percent of acute trusts and 76 percent of PCTs felt that strong formal 
communication links between the organisations are an effective way to overcome barriers 
between organisations. Less than 20 percent of acute trusts and PCTs thought that this is 
occasionally effective and the remaining thought it rarely, never or did not know whether it was, 
but these are small percentages. Figure 10.36 demonstrates that the majority of acute trusts and 
PCTs feel that strong formal communication links are vital in overcoming barriers.
Figure 10.36: Frequency o f strong formal communication links between organisations
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10.10.3 Strong Informal Communication Links Between Organisations
Figure 10.37: Frequency o f strong informal communication links between organisations
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Figure 10.37 shows that the majority of acute trusts and PCTs (87 percent of acute trusts and 85 
percent of PCTs), thought that strong informal communication links between organisations are an 
effective means to overcoming barriers between agencies and professionals. More acute trusts 
and PCTs felt that informal communication was more effective than formal communication.
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Figure 10.37 shows that only 11 percent of acute trusts and PCTs felt that informal 
communication was occasionally effective.
10.10.4 Full-Strength Staffing in Social Services and / or Primary Care
It is clear from figure 10.38 that 64 percent of acute trusts and 54 percent of PCTs felt that a full 
strength of staff in either primary care or social services is effective in overcoming difficulties in 
agencies and professionals working together. Especially with social services, as figure 10.25 
shows, shortages in staffing is always, if not occasionally, a barrier. Therefore, figure 10.38 
addresses the barrier of figure 10.25 by demonstrating that having a full strength staff within 
social services can effectively overcome this barrier. Figure 10.38 also shows that 14 percent of 
acute trusts and 29 percent of PCTs thought that occasionally this effectively overcomes barriers 
of working together with other agencies and professionals.
Figure 10.38: Frequency offull strength staffing in social services and/or primary care
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10.10.5 Delayed Discharge as a Funding Priority for Social Services and / or 
Primary Care
Figure 10.39 shows the majority of acute trusts and PCTs felt that having delayed discharge as a 
funding priority for either social services and / or primary care effectively overcomes the barriers 
to working together on such an issue. However, whether or not it is a funding priority in these 
organisations is questionable. The government are introducing the Community Care Bill so that 
social services have to make delayed discharge a priority through a penalty system which 
penalises them (Department of Health, 2003b).
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Figure 10.39: Frequency o f delayed discharge as a funding priority for social services and/or primary 
care
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However, figure 10.39 also shows that 21 percent of acute trusts and 29 percent of PCTs 
occasionally thought that this is effective in overcoming the barriers. The remaining trusts 
thought that it rarely, never or did not know whether this was an effective way of overcoming 
barriers.
10.10.6 Agreed Definitions Between Organisations
Figure 10.40: Frequency o f agreed definitions between organisations
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Figure 10.40 shows the majority of acute trusts and PCTs (67 percent of acute trusts and 56 
percent of PCTs) felt that having agreed definitions between organisations effectively overcomes 
barriers between organisations. Following this, 21 percent of acute trusts and 28 percent of PCTs 
thought occasionally having this would effectively overcome the barriers. The remaining trusts 
thought it would rarely, never, or did not know whether this would overcome the barriers 
effectively.
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10.10.7 Coterminous Geographical Boundaries Between Organisations
Figure 10.41: Frequency o f co-terminus geographical boundaries between organisations
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Figure 10.41 shows that 51 percent of acute trusts and 41 percent of PCTs thought that having co­
terminus boundaries is an effective way of removing barriers. However, the remaining acute 
trusts and PCTs feel that it occasionally works, or rarely does (12 percent of acute trusts and 15 
percent of PCTs). This demonstrates that despite some areas having coterminousity it does not 
necessarily mean that it will help to overcome barriers between organisations and professionals.
10.10.8 Complementary Administrative Systems
Figure 10.42 shows that acute trusts and the PCTs have mixed views on whether complementary 
administrative systems effectively overcome barriers between agencies and professionals. 36 
percent of acute trusts and 24 percent of PCTs felt that it always does work effectively and 23 
percent of acute trusts and 27 percent of PCTs thought that it occasionally worked. Finally, 22 
percent of acute trusts and 21 percent of PCTs felt it rarely did work, followed by those trusts that 
thought it never did or did not know.
Figure 10.42: Frequency o f complementary administrative systems
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10.10.9 Pooling Resources Between Organisations
Figure 10.43: Frequency o f pooling resources between organisations
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Figure 10.43 shows that most of the acute trusts and PCTs always or occasionally thought pooling 
resources between organisations to be an effective way of overcoming barriers between agencies 
and professionals. 40 percent of acute trusts and 32 percent of PCTs said it always effectively 
removed barriers, whilst 35 percent of acute trusts and 45 percent of PCTs said it occasionally 
did. This result is surprising since it is part of the partnership working arrangements within s.3 
Health Act 1999 which imposes a duty of partnership. Therefore, this shows that pooling 
resources is not the answer to bringing organisations together.
Figure 10.43 shows the remaining acute trusts and PCTs find that pooling budgets is effective 
either rarely, never or they do not know.
10.10.10 Key Individuals in Other Organisations Having Delegated Authority to 
Commit Funding Where Necessary
Figure 10.44 shows that 57 percent of acute trusts and 46 percent of PCTs said that key 
individuals having delegated authority to commit funding where necessary is always an effective 
method of removing barriers between agencies and professionals. 20 percent of acute trusts and 
36 percent of PCTs occasionally thought this would effectively overcome the barriers. The 
remaining trusts responded with rarely, never or do not know when asked whether this is an 
effective way of removing barriers.
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Figure 10.44: Frequency o f  key individuals in other organisations having delegated authority to commit 
funding where necessary
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Figure 10.44 demonstrates that the acute trusts and PCTs feel that having delegated authority to 
commit funding where necessary either always or occasionally removes barriers. However, the 
percentage of trusts that believe it always or occasionally is lower than expected considering this 
is another part of the partnership arrangements with s.3 Health Act 1999, whereby it imposes the 
duty of partnership upon the organisations.
10.11 Sharing of Information Between Acute Trusts, PCTs and Social Services
Figure 10.45 shows that the majority of acute trust hospitals and PCTs do not share records 
through a joint record system with social services (72 percent of acute trusts and 91 percent of 
PCTs). Figure 10.45 also shows that there are very small percentages that do share the records for 
either elective or emergency admissions or both.
Figure 10.45: Sharing o f information through a system ofjoint records for patients with social services
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Sharing of information especially patient records is vital for the care of a patient, which requires a 
number of agencies and professionals to meet their needs effectively. To have a joint record 
avoids the recurrent asking of the same questions, which also saves time for the patient.
Figure 10.46: Types o f methods for sharing o f information for those that have a joint record system in 
place
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Figure 10.46 shows the different ways in which those remaining acute trusts and PCTs that do 
have joint record system share information. Figure 10.46 shows the majority of acute trusts and 
PCTs have immediate access to written documents with social services. Following this, 49 
percent of acute trusts and 58 percent of PCTs transfer paper documents to another site. It is also 
demonstrated that very few of the acute trusts and PCTs share information on an electronic basis 
with social services.
10.12 Circulation of Joint Planning Document
Having a joint planning document which represents best practice and can be circulated is vital to 
keeping awareness at its highest amongst organisations and professionals. Of the 157 PCTs 
surveyed all of them had a joint planning document in place. Even though it is positive to see that 
the PCTs have a joint planning document, it is surprising to notice that the document has not been 
more widely circulated amongst the different organisations and professionals within and outside 
the PCT, especially since it is called a joint document because of it is in conjunction with other 
organisations (See figures 10.2 and 10.3).
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10.12.1 Circulation within the PCT
Figure 10.47: The circulation o f the PCT’s joint planning document within the PCT
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10.12.1.1 Management
Figure 10.47 shows that the joint planning document is circulated mainly amongst the PCT 
management team (57 percent), executive committee members (54 percent) and board members 
(52 percent) mainly by PCTs. Such a joint planning document is a point of reference for all 
professionals and organisations involved, as they can refer to it when in doubt. For duties and 
responsibilities to be carried out, professionals and organisations need to be aware of the aims and 
goals of the organisation. However, as it stands, just over half of the management are aware of 
the document which raises the concern of how management are supposed to direct their staff to 
meet the aims and objectives. Additionally, such a document will include information on when 
and where organisations and professionals are supposed to collaborate, and if this is not clear to 
management, how can they make the assumption that their staff will be aware of this. Having 
such a document which is circulated appropriately will help to avoid areas of confusion and the 
PCT management will be able to make well-informed decisions, as well as the board members 
and the executive members.
10.12.1.2 Frontline Professionals
Frontline professionals refers to the GPs, nurses and therapists. Figure 10.47 shows that less than 
50 percent of PCTs circulate the planning document amongst these professionals. This is 
worrying since it is these frontline professionals who will be contributors to the implementation of 
the planning strategy.
10.12.1.3 None of the professionals or members
Figure 10.47 shows that 40 percent of PCTs do not circulate their planning document to any of the 
management, members or professionals. In the planning of older people services, there is the
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need for a number of people to be involved and therefore all must be aware of the way forward in 
providing services. If there is not awareness amongst all involved, then this is where confusion 
and variations creep in, consequently leading to movement away from the goals of the planning 
document.
10.12.2 Circulated Outside the PCT
Figure 10.48 shows how much the joint planning document is circulated amongst the 
organisations outside of the PCT, including the key players in the planning of older people’s 
services.
Figure 10.48: The circulation o f the PCTs’ joint planning document outside the PCT
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10.12.2.1 Social services
The main external organisation to whom the PCTs circulate their joint document is social 
services. Figure 10.48 shows that 59 percent of PCTs circulate the document to social services 
and 41 percent which do not. 41 percent of PCTs is a large proportion who do not circulate such a 
vital document for the planning of older people’s services, especially since 99 percent of PCTs 
said that social services were a key player in the planning (figure 10.0).
This poses the question that if the document is a joint planning document, who is it joint with? 
Simultaneously with the government’s drive towards partnership working and providing a 
seamless service, just the planning stage of older people’s services highlights that partnership 
working is not being optimised.
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10.12.2.2 Local authority
Figure 10.48 shows that 53 percent of PCTs circulate the document amongst their local authority. 
Local authorities have responsibility for a number of aspects that contribute towards the care of an 
older person, such as housing and benefits. 47 percent o f PCTs do not circulate the document and 
may not do so because they do not feel that the local authority’s involvement in the planning 
stages of older people’s care is a necessity. Conversely, there are still 53 percent of PCTs that 
circulate their document, and therefore feel that local authorities need to be aware of the planning 
stage.
Chapter 9, figure 9.0 shows that local authority social services and local authority housing are 
major key players in the planning of older people’s services, subsequently more PCTs should 
circulate their planning document.
10.12.2.3 Strategic Health Authority
Figure 10.48 reveals that 52 percent of PCTs circulate the planning document amongst the 
strategic health authorities. The strategic health authorities’ roles are slightly differing by 
disseminating their responsibilities to the PCTs, and instead measuring the performances of the 
PCTs and acute trusts. Therefore, the 48 percent of PCTs that have not circulated the document 
perhaps do not feel that it is necessary for the strategic health authorities to see it. Chapter 9, 
figure 9.0 shows that only 66 percent of PCTs thought that the strategic health authorities were a 
major key player in the planning of older people’s services.
However, it could be of benefit if PCTs circulated the document to the authorities because it may 
provide valuable feedback for the PCTs, as well as additional advice during the planning stages. 
Also strategic health authorities hold valuable knowledge since they are also aware of what is 
happening in other PCTs and can offer assistance.
10.12.2.4 Acute sector
Figure 10.48 indicates that 52 percent of PCTs circulate their joint planning document amongst 
acute trusts. This is vital since acute trusts play a major role in the care of older people. Chapter 
9, figure 9.0 shows that 97 percent of PCTs said that acute trusts are key players in the planning of 
older people’s services. Therefore, the circulation of the planning document amongst the acute 
sector does not fully reflect what figure 9.0 shows.
However, for older people to receive an integrated and seamless service, especially between the 
primary and acute care sector, both the PCTs and acute trusts must be aware of the services 
available.
287
Ludmila lyavoo Chapter 10
10.12.2.5 Other PCTs
Figure 10.48 shows that 46 percent of PCTs circulate the planning document amongst other PCTs. 
This is quite a significant number since it projects that PCTs are also working together with others 
to try and improve older people’s services. By doing this, other PCTs commission the services of 
other PCTs and vice versa, therefore saving resources. If there is an increase of PCTs circulating 
their documents amongst other PCTs, then duplication and wastage of resources can be prevented.
10.12.2.6 Voluntary organisations
Figure 10.48 demonstrates that 44 percent of PCTs circulate their joint planning document to 
voluntary organisations. As Chapter 9, figure 9.0 shows, 93 percent of PCTs said that voluntary 
organisations are a major player in the planning of older people’s services. However this seems 
somewhat contradictory. If almost all the PCTs said that voluntary organisations were a key 
player, then the circulation of the document does not suggest so.
10.12.2.7 Nursing / Residential Care
Figure 10.48 shows that 22 percent of PCTs circulate their planning document amongst nursing 
and residential care homes. This is very low considering 82 percent of PCTs said that the 
independent sector, who provide the majority of care homes, are a key player (Chapter 9 figure 
9.0). It is vital that this sector has more involvement in the planning stages of older people’s 
services, since they would then be aware of what is required of them and where they fit in.
Through the circulation of the document to the care homes, any queries or issues arising could be 
resolved at this stage before implementation begins.
10.12.2.8 Older people
Recently, there has been an increase in user involvement in the planning of older people’s 
services through mechanisms such as older people’s forums and older people’s taskforce 
(Department of Health, 2001a). However, figure 10.48 shows that 9 percent of PCTs circulate the 
joint planning document amongst older people and their carers. This is also reflected in Chapter 
9, figure 9.0 which shows 20 percent of PCTs said that they were a major player in the planning 
of older people’s services.
Chapter 9, figure 9.0 and figure 10.48 illustrate the attitudes taken by PCTs in regards to the 
involvement of older people in the planning of older people’s services. This is still despite the 
government’s emphasis on putting older people at the centre of care, including their involvement 
in the planning of services for this client group. This is definitely an area where further 
improvements need to be made.
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10.13 Monitoring of Older People’s Services
Figure 10.49 shows that 82 percent of PCTs have to some extent a clear view of how the health 
and social care system is to meet the needs of older people. Only 13 percent of PCTs had a 
definite clear view of this, 4 percent did not have a clear view at all and 1 percent did not know. 
Figure 10.49 demonstrates that further work needs to be done on clarifying any gaps that 
contribute to the uncertainty.
Figure 10.49: Whether PCTs have a clear view o f how the whole local health and social care system 
serves the needs o f  older people
82%
□ Yes
O To some extent
□ No
□ Don’t know
All of the gaps in figure 10.50 point towards not having a clear view of how local health and 
social systems meet older people’s needs, and therefore this issue must be addressed in order for 
optimum care to be provided.
Figure 10.50: The key gaps preventing a clear view o f how the whole local health and social care system 
serves the needs o f older people
10%
Services Servies prov ided  Servies provided Commissioning
well all the  above  commissioned / p rovided by prov ided  by the  by social services by prac titioners of s 5 by provided by the
w o rk to g e th e r  p rovided by  local mental health 
authority housing tru s ts  
departm ents
independent 
voluntary se c to r
within the PCT social services 
departm ents
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10.13.1 How Well all the Agencies Work Together to Serve Older People
Figure 10.50 shows where the gaps lie in hampering the understanding of the local health and 
social care system. The largest gap, in the view of 73 percent of PCTs, concerns the viewing of 
how well the different organisations work together i.e. social services, local authority housing, 
mental health trusts, acute trusts, and PCTs. This demonstrates that further work needs to be done 
in this area.
10.13.2 Services Commissioned / Provided by Local Authority Housing Departments
Figure 10.50 indicates that 46 percent of PCTs thought the services commissioned and provided 
by local authority housing were unclear in serving the needs of older people. This is almost half 
of PCTs who are unclear of the role of local authority housing departments, and therefore this area 
needs to be clarified. Especially since home environments of older people are vital to their 
independence and maintenance of their health.
10.13.3 Services Provided by Mental Health Trusts
Figure 10.50 shows that 40 percent of PCTs thought the services provided by mental health trusts 
were unclear within the whole system of health and social care and how it meets the needs of 
older people. Mental health amongst older people is a common problem, particularly dementia 
(Department of Health, 2003b). If PCTs are not aware of where mental health trusts feature in the 
process, then this leaves the needs of older people at risk of not being met at the correct time or 
older people falling through the net.
10.13.4 Services Provided by the Independent Sector or Voluntary Sector
It is evident from Figure 10.50 that 39 percent of PCTs are unclear as to where these two sectors 
fit together in meeting the needs of older people. Both of these sectors provide a number of health 
and social care services to the local community (Department o f Health, 2003a), such as care home 
accommodation, transport, day centre services etc. This 39 percent of PCTs may not be using all 
the options available to address the needs of older people and therefore providing the clients with 
the choices they should have.
10.13.5 Services Provided and Commissioned by Social Services Departments
Figure 10.50 reveals that 31 percent of PCTs were unclear on the services provided by social 
services to meet older people’s needs. This is just under a third of PCTs who have this 
uncertainty. 26 percent of PCTs were also unclear on the services social services commissioned. 
Therefore, 57 percent of PCTs were unclear about social services departments and their role in 
meeting older people’s needs. This is of concern since social services are at the forefront of older 
people’s care and are one of the first professionals and services to assess the needs of older people 
and design the packages around them to meet the needs. Therefore, with PCTs not being fully
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clear of how social services fit into the health and social care system of meeting older people’s 
needs, this will result in confusion between the PCTs and social services.
10.13.6 Services Provided by Practitioners within the PCT
Figure 10.50 shows 31 percent of PCTs were unclear as to where their own practitioners were 
placed in the health and social care system that meets the needs of older people. If  approximately 
a third of PCTs were unsure of what their own practitioners roles are in meeting the needs of older 
people, how are they to ensure that the needs of older people are being met by the PCT, let alone 
ensuring the practitioners work with other agencies and professionals in meeting the needs of 
older people.
10.13.7 Services Provided by Acute Trusts
As is shown in Figure 10.50, 25 percent o f PCTs are unclear of the services provided by the acute 
trusts in meeting the needs of older people. Acute trusts are in the domain of meeting older 
people’s needs since older people occupy almost two-thirds of general and acute beds 
(Department of Health, 2000c). Therefore, acute trusts are involved in a variety of ways 
especially in the discharge of older people in the community. However, the services provided by 
the acute trusts in prevention is limited since most of the prevention work occurring is within the 
community (see Chapter 9).
10.14 Conclusion
This chapter has looked in more depth at the relationships between organisations and 
professionals working together in the discharge of older people. Similar to the previous chapter, 
social services is demonstrated as being at the forefront of delivery. Additionally, this chapter 
also shows that relations with the acute trusts and PCTs are proving to be helpful in tackling the 
situation of delayed discharges, and hence partnership working is inadvertently improving due to 
the situation calling for the involvement o f all professionals and organisations.
However, one of the concerns that has been flagged up by the PCTs is the role of social services 
and inadvertently social workers in viewing the health and social care system as a whole when 
meeting the needs of older people. Chapters 9 and 10 have addressed this issue and to gain 
further insight into the role of social workers within older people services, this issue is further 
addressed in the following chapter.
The following chapter explores and examines the role of a social worker within older people’s 
services in great depth. With the use of current social workers’ job descriptions, regional pictures 
of the role of a social worker are developed. Hence, a current national image of the role of a 
social worker will be depicted in Chapter 12.
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Chapter Eleven
Research Findings 5: Elements of a Social Worker’s Role in 
Older People’s Services
11.0 Introduction
The previous chapter has shown that social services and social workers are at the forefront of the 
care of older people and that as an organisation they are thought of by their partner organisations 
as helpful in reducing delayed discharge. The chapter also has brought to light that a key gap in 
the creation of a clear view of the health and social care system is the lack of a tangible definition 
as to the role of social services and consequently the role of a social worker within older people’s 
services. Chapters 9 and 10 address the role of social services within older people’s services, 
whilst this chapter will address the issue of clarifying the role of a social worker within older 
people’s services. This will be done at a regional level. A national picture of the role of a social 
worker within older people’s services will be discussed in the following chapter.
11.1 Variations in Social Workers’ Job Descriptions
Figure 11.0 shows the variation of job descriptions received when the social services departments 
were asked for the most recent job descriptions fo r  social workers specifically providing older 
people’s services.
Figure 11.0: Different types o f  job descriptions received
1%
1%
3%
4%
6%
74%
Social worker
Care manager
Senior practitioner
Hospital social worker
Assistant service manager older people
Assessment officer
Comnjnity care manager
Comrrunity mental tiealtfi worker
Home care manager
Housing and strategy support manager
Intermediate care coordinator
Liaison social w orker
Reviewing officer
Senior care manager
Senior residential social w orker
Social care assessor
Social services officer
Specialist social w orker
Team leader
Figure 11.0 shows that 74 percent of the social services departments sent job descriptions for 
social workers with the job title of a ‘social worker’. The remaining 26 percent of job 
descriptions that were returned had varied titles, such as care manager (6 percent) and senior 
practitioner (4 percent).
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Therefore, figure 11.0 demonstrates that the role of a social worker does exist but there are many 
variations of this role amongst some of the social services departments as is depicted by the range 
of job titles. These variations cause confusion as to the role of a social worker amongst other 
professions who work with them, as well as for social workers themselves who will be confused 
as to what their role actually pertains.
11.2 Regional Statistics
Figure 11.1: Mid - 2000 estimated resident population o f male (65 years) /fem ale (60 years) and over at 
regional level
1600
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Source: National Statistics (2001) Mid -  2000 Population Estimates Series PE no. 3.
Figure 11.1 shows that the South East has the highest population of older people within its area, 
followed by the North East then London.
Figure 11.2: Regional mid -  2000 estimated resident population o f male (65 years) and female (60 
years)and over as a percentage o f England’s population
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10
R egions
Source: National Statistics (2001) Mid -  2000 Population Estimates Series PE no. 3.
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To compliment figure 11.1, figure 11.2 shows that the South East has 17 percent of England’s 
older population and therefore has the largest population of older people, followed by the North 
West which has 14 percent of England’s older population.
11.3 Number of Job Descriptions Received
In total, 109 job descriptions were received from the social services departments. Some of the 
departments sent several job descriptions and all of these have been included.
Figure 11.3 reveals that the West Midlands sent the most job descriptions. London sent the 
lowest amount, with only one job description received from them.
Figure 11,3: Regional breakdown o f the number ofjob descriptions received
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11.4 Person Specification
11.4.1 Professional Qualifications of a Social Worker
87 percent of the job descriptions received required the need for professional qualifications. The 
type of professional qualifications mentioned within the job descriptions varied, with some 
requesting Diploma in Social Work (DipSW), Certificate of Qualification in Social Work 
(CQSW), Certificate in Social Services (CSS) or equivalent qualifications to these mentioned.
11.4.2 Knowledge Requirements of a Social Worker
The different regions mentioned a range of knowledge requirements; some regions have common 
requirements whilst other regions solely require a specific area of knowledge.
11.4.2.1 Relevant Legislation
Table 11.0 shows all the regions require a social worker to be aware of the relevant legislation, 
which affects their work. 61 percent of the job descriptions required a social worker to be
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knowledgeable about relevant legislation. However, the types of legislation that they are required 
to know about vary across the regions. Despite this there are also many similarities.
11.4.2.1.1 NHS and Community Care Act 1990
Table 11.0 shows that all the regions require social workers to be aware of the NHS and 
Community Care Act 1990. This shows that the social services departments are still adhering to 
this act, whereby they have to provide care and support services in the community as well as 
producing a community care plan and carrying out assessments for those who are in need 
(Department of Health, 1990). However, not as many social services departments require their 
professionals to have knowledge of this Act, which is of concern since it is fundamental to the 
work of social workers.
11.4.2.1.2 Mental Health
Table 11.0 reveals all the regions apart from London and the South East thought that social 
workers should possess knowledge of mental health legislation. The types of legislation reqiiired 
were the Mental Health Act 1983 and the Mental Health and Disability Act 1986. However, 33 
percent of the social services departments required the first legislation followed by only 7 percent 
which required the latter. These are very small percentages which imply that social workers do 
not have to be very familiar with mental health legislation despite mental health affecting older 
people. Mental health can affect older people as their age progresses, especially with illnesses 
such as dementia. If social workers are knowledgeable in this area, it allows better care to be 
provided through all the needs being addressed appropriately. However, as Table 11.0 shows not 
all the regions stipulate this knowledge as a requirement of the job.
11.4.2.1.3 Disability
Table 11.0 demonstrates that only three regions mentioned disability legislation -  the North West, 
Yorkshire and the Humbers and the West Midlands. The types of disability legislation relevant 
for the social workers in these areas were the Mental Health and Disability Act 1986, the 
Disability Discrimination Act 1995, the Disabled Persons Act 1983 and CSDPA 1970 
(Chronically Sick and Disabled Persons Act 1970). Only 4 percent of the social services 
departments within these regions mentioned CSPDA 1970, 9 percent mentioned Disability 
Discrimination Act and 6 percent mentioned the Disabled Persons Act.
11.4.2.1.4 Carers
Table 11.0 shows that only Yorkshire and the Humbers and the West Midlands region require 
their social workers to be aware of the Carers Act and the Recognition and Service Act within the 
Carers Act; precisely 7 percent of social services departments require knowledge of this Act.
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Even though only two of the regions require this, knowing what the carers’ needs are is as 
important as the client’s needs, which the social workers address.
11.4.2.1.5 National Assistance Act 1948
Table 11.0 reveals that the regions of Yorkshire and the Humbers, the West Midlands and the 
South West stipulated the need to know about this particular Act, which refers to the provision of 
residential accommodation (Department of Health, 2003d). Only three of the regions required 
this Act to be known. This Act gives a good knowledge base of the accommodation that has to be 
provided by the government and also those Acts that follow on from this such as the NHS and 
Community Care Act 1990, which all the regions already require their social workers to know but 
also the recent Care Standards Act 2000. This specific Act has not been mentioned as a 
requirement by any of the regions, despite it having relevant and up-to-date information on the 
care of vulnerable clients and the provision of residential accommodation.
11.4.2.1.6 Welfare Rights Legislation
Table 11.0 shows that only one of the regions, the East region, felt there was a need for its social 
workers to be aware of welfare rights legislation. As one of the social services department noted:
Knowledge o f relevant Welfare Rights Legislation.
11.4.2.1.7 Finance
Finance refers to the only finance related legislature mentioned in the job descriptions, which was 
the Direct Payments Act which is part of the Community Care Act 1996. The Act gives local 
authorities the power to make cash payments for community care direct to individuals who need 
the services. Table 11.0 shows the only region to mention this is Yorkshire and the Humbers. 
Social workers need to be aware of the financial benefits available to individuals.
11.4.2.1.8 Relating to Social Work
Table 11.0 shows that Yorkshire and the Humbers and the West Midlands regions required their 
social workers to be aware of legislation relating to social work. Despite the remaining regions 
not requesting this, the other legislation that the regions have requested their social workers to 
know would cover some of the legislation that relates to social work. However, by Yorkshire and 
the Humbers and the West Midlands actually requesting their social workers to be aware of all 
legislation relating to social work, ensures that they are knowledgeable about all elements of 
social work.
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11.4.2.1.9 Relating to adults
Table 11.0 highlights that the regions of Yorkshire and the Humbers, the East Midlands, the South 
East and the South West mention the need for their social workers to know about the legislation 
relating to adults. The client group of adults could relate to either people over the age of 18 years 
and below retirement age or the group can include those over retirement age as well. The 
definition of an adult will vary across the regions and the job descriptions do not mention the age 
range of an adult. Whether the client group does or does not include older people, the four 
regions have mentioned the need for their social workers to be aware of the legislation that relates 
to a client group. This enables further personal care to be provided to a client group and optimum 
benefits received.
11.4.2.1.10 Relating to older people
Table 11.0 shows that the East, South East and South West regions’ social services departments 
require social workers to know about legislation relating to older people. These three regions are 
the only regions that definitely sent in job descriptions relating to older people as was requested 
for this research.
Therefore, the East, Yorkshire and the Humbers, East Midlands, the South East and the South 
West regions mention legislation on older people and adults. This demonstrates more client 
focussed care and the other regions need to address this by making sure their social workers are 
knowledgeable about the relevant client group. Therefore, for a social worker within older 
people’s services it would be beneficial for them to be knowledgeable about the legislation 
relating to older people.
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11.4.2.1.11 Legislation relating to social services and health service
According to table 11.0, only one region, the East, which requires social workers to be aware of 
the Social Services Act 1970. However, by some of the regions requesting social workers to be 
knowledgeable about the legislation relating to social work, it is assumed they would have to be 
aware of this Act.
Table 11.0 also shows Yorkshire and the Humbers and the West Midlands regions both require 
their social workers to be aware of the Health Services Act. Knowledge of this act is vital for 
social workers since their work is intertwined with the health service, therefore enabling social 
workers to meet the needs of an individual more effectively.
11.4.2.1.12 Childrens Act 1989 and the Adoption Act 1976
As is evident from table 11.0, the West Midlands region and the East region both mention the 
need for social workers to be aware of the Children’s Act 1989 and the Adoption Act 1976. 
However, this research is particularly looking at social workers involved in older people’s care. 
This does show that the regions are aware that social workers need to possess knowledge of the 
client group they are serving, and therefore knowledge of this is vital. Additionally, these acts 
relating to children provide social services and its social workers with guidance upon their 
statutory obligations towards children.
11.4.2.2 Organisation and structure of the NHS and social services
Table 11.0 shows all of the regions, apart from the East and South West region, require their 
social workers to have knowledge about the organisation and structure of the NHS and social 
services. This is of concern in that both of these regions do not even require basic knowledge of 
this, since it would help social workers to do their jobs more effectively as they would know who 
to approach or where a service is being provided. Also figure 11.2 shows that both of these 
regions have approximately 11 percent of England’s older people, whose care requires a 
combination of both health and social services. Therefore, the fact that social workers in these 
regions are not required to have knowledge of this basic aspect questions whether the social 
workers are aware of the services being provided for this group and also who to approach in 
addressing the needs of this group.
11.4.2.3 Changes in the NHS and social services
The NHS and social services have been undergoing tremendous change especially since 1997. 
Therefore, all those involved in providing care need to be aware of the changes in order to provide 
for the needs of any particular client group. Since older people are a complex group that require 
both the services of the NHS and social services for social workers to address these needs, they 
have to be aware of any changes taking place in order to provide the best possible care.
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Table 11.0 indicates that four regions do not require the social worker to be aware of the changes 
taking place within the NHS and social services. These regions are the East Midlands, East, 
London and the South West region. Each of the regions contain between 11 and 8 percent of 
England’s older people. Therefore, by not being aware of these changes, the social workers 
within the regions may not be aware of the latest services being provided or the latest areas of 
development that can affect the care of older people.
With the recent major changes, social workers need to keep abreast of these so that they are able 
to continue to provide updated care and present clients with options. Also with these changes 
occurring, their roles as social workers will also be changing as the organisations change. This 
has occurred once before when the major change of community care was introduced in the 1990s, 
and the social work role reflected this. Therefore, with the current changes being brought in, such 
as the General Social Care Council’s code of conduct for social workers, there will once again be 
an impact on the role of social workers. Additionally, with health and social care policies 
becoming more client group based, the role of a social worker will eventually change to map this, 
as some of the relevant legislation relating to social work has shown.
11.4.2.4 Client group
Table 11.0 shows all the regions, apart from London, require social workers to be knowledgeable 
about the client group with which they work. However, only one social worker’s job description 
was received for London (see figure 11.3), and therefore this may not provide a true 
representation of the London region as a whole.
Since all the regions, apart from London, require social workers to be knowledgeable about client 
groups, this reflects the current health and social policies which put patients or clients at the centre 
of care, and thus catering for the different clientele groups.
11.4.2.5 Assessment processes
Assessment processes refers to the assessments that are performed on clients to find out what their 
needs are. These processes are definitely necessary when addressing the needs of older people. 
Table 11.0 shows that all the regions, apart from the East Midlands, London and the South West, 
do not have this as a requirement for their social workers.
Having this as a requirement allows the social worker to be knowledgeable about the types of 
assessment processes and what is involved for each process. However, if a social worker is 
relatively new, then they learn this from their social services department, colleagues and the social 
services department’s policies and procedures. Since the majority of regions do not stipulate this 
as a requirement in the job description, this type of knowledge will be gained with experience and 
time.
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11.4.2.6 Social services departments’ policies and procedures
Social services policies and procedures not only include national direction but also local level 
direction, which covers the local demands and variations. Social workers awareness of these are 
vital so that all duties are performed correctly, especially since they have statutory duties and 
court duties. However, table 11.0 shows that all the regions require this, apart from Yorkshire and 
the Humbers and London regions. As mentioned earlier, only one job description was received 
for the London region and therefore is not a reliable representation. All the regions should require 
this of their social workers so that they are aware of their remit.
11.4.2.7 Lines of accountability
To be knowledgeable about the lines of accountability is essential since it allows social workers to 
be aware of their responsibilities and accountabilities of their actions. Table 11.0 shows that the 
majority of regions do not require this information to be known, only the North East, North West 
and Yorkshire and the Humbers expect this of their social workers. Lines of accountability ensure 
that social workers are accountable for their responsibilities to someone higher and eventually to 
the government and the clients they serve. Additionally, there are always consequences to the 
actions that social workers perform.
11.4.2.8 Care management
Care management arrangements were introduced in the 1990s with the NHS and Community Care 
Act 1990. These arrangements brought in a set criterion in addressing the needs of individuals 
through assessments of needs, care planning and implementation, and the monitoring and 
reviewing of the care. Social workers are required to know this because this is the criterion used 
to address individuals’ needs. Table 11.0 shows Yorkshire and the Humbers, the East Midlands 
and the London region do not require social workers to know about care management.
11.4.2.9 Understanding the social work role
Table 11.0 shows all the regions apart from London require their social workers to understand the 
role of social work. In understanding this role, social workers should be able to perform their 
duties to their best ability. However whether social workers really understand their roles as social 
workers and whether they portray this to those with whom they work in a manner that others are 
able to understand is debatable.
Additionally, if social workers are not keeping abreast of the changes that are occurring in the 
health and social care services which are having an impact upon their role, there is the danger they 
will not be performing their role appropriately.
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11.4.2.10 Health and social care issues
Table 11.0 shows that all the regions, except for London, require their social workers to be aware 
of health and social care issues. By social workers being aware of the current issues, it allows 
them to plan their services and address the needs of older people appropriately.
11.4.2.11 Purchasing of care services
Table 11.0 reveals that only the North East require its social workers to have knowledge about the 
purchasing of care services. The purchasing of care services encompasses a variety of aspects 
that need to be recognised, such as the types of services and the factors needed to purchase a 
service. However, whether it is necessary as a prerequisite is questionable since the purchasing of 
services and its methods will differ regionally.
11.4.2.12 Knowledge of foreign languages
Table 11.0 shows that only Yorkshire and the Humbers region had a requirement for social 
workers to have knowledge of other languages apart from English. This is most likely due to the 
ethnic make up of those in Yorkshire and the Humbers, whose inhabitants include people whose 
first language may not be English.
However, many other regions may also be in the same situation and eventually may need to have 
some social workers who are able to communicate in other languages.
11.4.2.13 Rehabilitation
Table 11.0 shows that only the East Midlands region requires social workers to be knowledgeable 
in the field of rehabilitation. Since part of the social workers’ work is to help people be as 
independent as possible, knowing about rehabilitation and the types of rehabilitation services 
enables social workers to address the needs of a person more accurately and to fulfil their role 
more effectively.
11.4.2.14 Hospital discharge
Table 11.0 shows that both the East Midlands and the South East regions require their social 
workers to be aware of hospital discharge. A social worker is a vital player in the care of a person 
from hospital to the community. Therefore, by being aware of the process of hospital discharge 
further ensures a smooth transition from hospital care to community care.
Chapters 9 and 10 further show the involvement of social services and social workers in the 
discharge of older people, and how their roles as social workers can cause a situation of delayed 
discharge if their duties are not carried out appropriately and efficiently.
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11.4.2.15 Understanding the roles of other agencies and professionals
Table 11.0 shows that the East Midlands, West Midlands and the South East regions require 
social workers to be knowledgeable of and understand the roles of other agencies and 
professionals. This is vital since it improves partnership working between the professionals and 
agencies when dealing with client groups. All the regions should have this as a requirement as it 
would help to eliminate some of the fundamental problems being experienced in partnership 
working.
11.4.2.16 Project management
Table 11.0 shows only the West Midlands region required social workers to be aware of project 
management. Project management is important since it revolves around cases and managing them 
well in order to provide the best care possible. However this overtime will come with experience.
11.4.2.17 Carers champion
Table 11.0 shows only the East region required a social worker to be a carer’s champion. This is 
where the social worker is very knowledgeable about the needs of carers and how to address 
them.
11.4.3 Experience Required
There is a wide spectrum of experience which is required from the social services departments.
11.4.3.1 Health and / or social care setting
Table 11.1 shows that both London and the South East region did not require the experience of a 
social worker to be within a health or social care setting. However, only one job description was 
received from London and therefore the results cannot be considered to be representative of the 
whole London region. The remaining regions did expect a social worker to have gained previous 
experience within either a health or social care setting or both.
11.4.3.2 Client group
Table 11.1 indicates that all the regions required social workers to have experience of working 
with the relevant client group. Since the research specifically requested job descriptions of social 
workers that worked within older people’s services, all the regions stipulated that they should 
have experience of working with older people. Therefore, having experience with the client 
group forms part of the role of a social worker.
Such experience gives a social worker an idea of what types of services the client group requires 
as well as aspects of services or care that may not have the same benefits as others. Additionally, 
the social workers will be aware of the needs a particular client group.
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11.4.3.3 Commissioning services and purchasing of care services
Table 11.1 reveals that all the regions, except for London and the South West, require experience 
in commissioning services. Commissioning services covers a large amount of a social worker’s 
work, and therefore having previous experience is vital unless they are a newly qualified social 
worker. Social workers need to be aware of the types of services that other agencies provide 
which will meet the needs of their client group, as well as the process in which commissioning is 
done within a social services department. Commissioning will vary according to the regions. As 
mentioned, a lot of this knowledge will be gained with experience.
Table 11.1 also shows the North East, the East, London and South East regions require experience 
in the purchasing of care services. A reason why not all the regions require experience in this area 
is because purchasing care services varies in different areas, and therefore experience in one area 
may not necessarily have any impact upon purchasing care services in another.
11.4.3.4 Care management
Table 11.1 shows that all the regions, apart from the East Midlands, East and London regions, 
require care management experience. Care management surrounds the client group and its core 
elements are featured in government policies and legislation, such as the NHS and Community 
Care Act 1990. Additionally, care management would have been taught within the social work 
course. Therefore, care management experience is applicable to any region, but with some degree 
of variation.
11.4.3.5 Minimum 2 years post qualification or 6 months post qualification
Table 11.1 demonstrates that only the East Midlands and London regions do not require six 
months nor two years post qualification experience. Yorkshire and the Humbers, the West 
Midlands, East and the South East require both 6 months minimum post qualification and 2 years 
post qualification experience. It is assumed that these social services departments within the 
regions appoint junior social workers for the less experienced posts i.e. those with minimum of 6 
months post qualification. The regions North East and South West require their social workers to 
have a minimum of 2 years post qualification only.
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11.4.3.6 Day services
Table 11.1 shows that only the North East and the West Midlands regions require experience in 
day services. The other regions do not require such experience, which is most likely due to the 
variety of day services that are provided by the different regions.
However, social workers with such experience can help in the development of day services by 
bringing ideas to other departments, and therefore the social workers will contribute to knowledge 
sharing amongst their colleagues and other departments.
11.4.3.7 Residential care
Table 11.1 highlights that both the North East and the West Midlands regions require social 
workers to have experience in residential care. The only reason for this is because the social 
worker may be required to work within residential care or within the area of either purchasing or 
commissioning services.
11.4.3.8 Management / supervision of staff
Table 11.1 shows that only the East Midlands and London regions do not require experience in 
the management or supervision of staff. The other regions require this experience, and therefore 
these social services departments need social workers to supervise staff under their direction.
11.4.3.9 Partnership working
Table 11.1 indicates that all the regions, except London, ask for experience in partnership 
working. This shows that partnership working is an important part of the role of a social worker. 
Additionally, it suggests that a social worker’s role is intertwined with other areas of care and that 
it has been recognised that partnership working is a part of the role.
11.4.3.10 Court duties
Table 11.1 shows that only Yorkshire and the Humbers and the West Midlands regions require 
social workers to have experience in court duties. Social workers have a number of statutory 
obligations towards certain client groups, such as children. However, they do not have this 
obligation towards older people and therefore experience of court duties would not be required of 
a social worker working in older people’s services. Another area in which social workers have 
statutory duties is mental health. Since some older people suffer from mental illnesses, this is 
where social workers’ court duties may come into play.
11.4.3.11 Range of service user groups
It is evident from table 11.1 that only the West Midlands require experience in a range of service 
user groups, in addition to client group experience. This enables a social worker to have wider 
experience. However, since the other regions did not have this as a requirement, this aspect is
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considered not so important for the role of a social worker within older people’s services. 
Additionally, current government policy surrounds client groups as opposed to departments, and 
therefore it is more appropriate to have social workers assigned to work for specific client groups 
instead of a single social worker covering all types of clients within a social services department.
11.4.3.12 Delivering and developing older people strategies
Table 11.1 shows that the West Midlands is the only region to have this feature as part of the job 
requirements. This indicates that the West Midlands have become more client focused, and 
therefore defines the role of a social worker within older people’s services further.
11.4.3.13 Delivering organisational change
Table 11.1 shows that the West Midlands is the only region to require experience in delivering 
organisational change. This suggests that the West Midlands have adapted the requirements of a 
social worker to suit the current changes that are taking place. It also shows that the West 
Midlands’ social services departments include social workers in the changes instead of simply 
directing them in their duties. It allows social workers to see a bigger picture as opposed to being 
more narrow in their thinking. Social workers having experience in this area will help to bring 
further changes to the social services departments and the role of social work.
11.4.4 Key Skills
The skills that are mentioned are the fundamentals of what social services departments require 
their social workers to have in order for them to perform their duties to their full potential.
11.4.4.1 Form relationships with users and carers
Table 11.2 shows that all the regions, apart from the East Midlands and London region, require 
this as a key skill for a social worker. Social workers duties are first and foremost to the client 
and those looking after the client i.e. the carer. Since social workers are in continual contact with 
clients and their families or carers, the relationships they form with them are vital in helping to 
address their needs.
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11.4.4.2 Effective interpersonal skills
Table 11.2 shows that all the regions require effective interpersonal skills. Interpersonal skills 
refer to communication on a verbal and written basis. This particular skill is vital for a social 
worker to possess due to the constant communication, both verbally and in writing, with clients, 
other professionals and agencies. This skill ensures clear guidance is given to those involved in 
the care of an individual.
11.4.4.3 Innovative skills
Table 11.2 shows that the only regions that do not require innovative skills as a key skill are 
London and South West regions. Innovative skills are important for social workers because of the 
role they play in meeting the needs of an older person. The services to meet the needs of 
individuals are funded by national and local government, and therefore due to the limitation in 
resources, social workers need to be innovative in meeting the needs by providing the best 
services possible within the resource constraints.
11.4.4.4 Specific therapeutic skills
Table 11.2 shows that only the North East and the South West regions require specific therapeutic 
skills as a key skill. Since the other regions do not require this as a key skill, it demonstrates that 
it is not a skill that a social worker requires all the time, even though it can be argued that it is an 
extra bonus to do so.
However, whether a social worker is supposed to use therapeutic skills upon their clients is 
questionable, since in the NHS and Community Care Act 1990 their role is to provide community 
care to those in need.
11.4.4.5 Working under pressure
Table 11.2 indicates that all the regions require a social worker to have the ability to work under 
pressure as a key skill. This demonstrates that all the regions believe and acknowledge that being 
a social worker is a highly pressurised job.
A social worker will work with a number of clients that require a variety of needs to be met with a 
range of services. Additionally, the social worker will have to be in contact with other agencies 
and professionals in meeting these needs. Therefore, a combination of all of these factors will put 
a social worker under pressure, especially since the work is very people orientated.
11.4.4.6 Reliability
Table 11.2 shows that all the regions, apart from the East, London and South East regions, require 
reliability to be a key skill amongst their social workers. A social worker has clients, carers and 
families which are dependent upon them to help with their daily lives, and therefore if  a social
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worker is unreliable, it results in these people suffering through delays, lack of communication 
with agencies and professionals etc. which can have detrimental affects upon the clients’ lives.
11.4.4.7 Organising and prioritising work
Table 11.2 shows that all the regions, except Yorkshire and the Humbers, require social workers 
to possess the key skill of organising and prioritising their work. Social workers have a number 
of cases (i.e. clients) which they need to manage at the same time to meet all of their needs of all 
through various avenues. Therefore, through organisation and prioritisation social workers can 
meet these needs effectively.
11.4.4.8 Evaluative skills
Table 11.2 demonstrates that all the regions, apart from London, require evaluative skills as a key 
skill. The needs of an individual are constantly changing and so a social worker needs to 
continuously evaluate the services and the care that is being provided to the individual to ensure 
their needs are being met appropriately. If this is done, then improvements will occur in the 
individual’s life and there will not be any unnecessary use of resources.
11.4.4.9 Liaise effectively with professionals and agencies
Table 11.2 shows that all the regions require effective liaison with professionals and agencies as a 
key skill. This type of liaison is vital and benefits the client. Older people have complex needs 
which are met by a number of agencies and professionals that are required to join together and 
work in partnership to meet those needs. Therefore, a social worker who is able to liaise 
effectively, enables partnership working to work well and eventually benefit the client.
11.4.4.10 Team player
Table 11.2 shows all the regions, except London, require a social worker to be a team player. 
Social workers have to possess a team player spirit since there are many professionals involved in 
the care of an older person and issues arising constantly which have to be resolved 
collaboratively. Therefore, by being a team player, it not only helps partnership working between 
the individuals, but also enables the needs of the client to be met.
11.4.4.11 Negotiation skills
Table 11.2 reveals that all the regions apart from the North West, the East Midlands and the South 
West regions, require negotiation skills. A social worker having such skills enables them to 
negotiate the price of services during the purchasing process, as well as any other aspect such as 
length time for service or a particular professional’s service. Additionally, clients will have an 
idea of what they want to meet their needs and, due to resource restraints, they may not be able to 
have a particular service, therefore a social worker needs to almost negotiate with their client to 
find an alternative.
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11.4.4.12 Effective use of management skills
Table 11.2 shows that all the regions, apart from the East Midlands, the West Midlands and the 
South West regions, require effective use of management skills. This demonstrates that the other 
regions feel that having such a skill enables the social worker to manage their work load as well 
as delegate work to others if required.
11.4.4.13 Assessing
Table 11.2 shows that all the regions require social workers to have the ability to assess as one of 
their key skills. This skill is vital for a social worker since one of the first things that they will do 
to help an individual is assess their needs before identifying the services to meet those needs. 
Having this particular skill ensures that the social worker will meet the needs of a client 
appropriately without any problems which will affect the client.
11.4.4.14 Problem-solving skills
Table 11.2 illustrates that Yorkshire and the Humbers, London, the South East and South West 
regions do not require their social workers to possess problem-solving as a key skill. Since social 
workers deal with complex clients that require their needs to be met, problems are always 
encountered. By having problem-solving as a skill enables the social worker to deal with the 
problem and find a solution without unnecessarily delaying the process and ultimately affecting 
the client.
11.4.4.15 Leadership skills
Table 11.2 shows that all the regions, apart from the North West, East Midlands and London 
regions, require leadership skills. Since social workers are the point of contact in community care 
and hence purchasing the services to meet the needs or commissioning the services out, having 
leadership qualities would be beneficial. Social workers have direct contact with the clients and 
therefore there is an expectation for them to take charge of their care or lead them to the necessary 
services or carers.
11.4.4.16 Care planning
Table 11.2 shows that all the regions, except London and South East, require social workers to 
have care planning skills. Care planning is a vital part of meeting the needs of older people and is 
also a requirement of legislation, the NHS and Community Care Act 1990. Appropriate care 
planning ensures that the correct services are in place to meet the needs of a client. The care plan 
is not only followed by social workers but by other professionals and agencies in meeting the 
needs of the client.
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11.4.4.17 Awareness of quality of life of client group
It is evident from table 11.2 that all the regions, apart from the West Midlands, East, London, and 
South East and South West regions, require social workers to have an awareness of the quality of 
life of the client group as a key skill. In possessing this skill, social workers are able to meet their 
clients’ needs at a higher standard, since they can acknowledge the type of care that an individual 
requires and how a particular service can meet their needs, which will give the individual a good 
quality of life. With this thought process in the mind of the social worker, it will definitely 
benefit the client.
11.4.4.18 Report writing
Table 11.2 shows that all the regions require report writing as a key skill. Social workers have a 
heavy workload which is currently very paper-based. Their client cases have to be constantly 
updated and written up, since cases will often be referred to by other agencies or even the courts. 
Therefore, clear report writing must be apparent in the skill-set of a social worker.
11.4.4.19 Counselling skills
Table 11.2 indicates that all the regions apart from Yorkshire and the Humbers, the East 
Midlands, East and South East, do not include counselling as a key skill. Those regions that do 
have social workers with such skills will experience the extra benefits of this. Social workers 
with counselling skills would be able to talk and listen to clients to help to identify and meet their 
needs. However, social workers do not provide the service of counselling, it is only there as an 
additional skill to help them to meet the needs of older people.
11.5 Core Responsibilities of a Social Worker 
11.5.1 Assessments
In the assessments, social workers find out what the clients’ needs are. There are aspects of the 
assessment which all the regions possess and other aspects where there are no commonalities 
present.
11.5.1.1 Assess needs of potential users and carers
Table 11.3 shows that all the regions require their social workers to have the responsibility of 
assessing the needs of potential users. Since all the regions require this, it demonstrates that this 
responsibility is clearly part of the role of a social worker.
Table 11.3 also demonstrates that all the regions require social workers to have the responsibility 
o f assessing the needs of carers. Carers also have requirements that need to be met in order for 
them to continue to care for the user. This suggests that this is a definite element of the role o f a
social worker, to not only look after the user but also those caring for the user.
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11.5.1.2 In line with published standards
Table 11.3 shows that all the regions, apart from the East Midlands and London, require social 
workers to perform assessments in line with published standards. In doing so, it shows that these 
regions are adhering to the standards and maintaining an appropriate level of care towards their 
users. However, with the regions who do not do this, it demonstrates that the levels of assessing 
users or carers may vary and may not be of the high standard expected. Additionally, this will 
open up the doors for mistakes in the care pathway.
11.5.1.3 Risk assessment
Table 11.3 shows that all the regions, apart from the North East, Yorkshire and the Humbers, East 
Midlands and the West Midlands, do not mention risk assessment as part of the responsibility of 
social workers when assessing the needs of users and carers. However, those regions that do 
perform a risk assessment provide another dimension to the assessment process by accounting for 
all the factors that need to be included when assessing, which will render some of the services not 
applicable due to the risks involved regarding the user.
11.5.1.4 Obtain contributions from other agencies
Assessing the needs of an older person requires the input of other professionals and agencies for 
all needs to be met. Table 11.3 shows that all the regions, except for the East Midlands and 
London regions, require the social worker to obtain the contribution of other agencies as part of 
the assessment process. By doing so this ensures that the assessment covers the whole spectrum 
of needs of an older person.
The regions that do not have this as a requirement of a social worker reduce the awareness of the 
importance of obtaining these contributions amongst their social workers, which results in the risk 
of needs not being fully met. Additionally, there could be delays in services or inappropriate 
services being provided for a user.
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11.5.1.5 Assessment process in residential or hospital setting
Table 11.3 shows that all the regions, apart from the North East, Yorkshire and the Humbers, 
West Midlands and the East regions, do not require the social worker to perform an assessment in 
a residential setting. A residential setting could be in either a user’s own home or in a care home. 
Even though these regions that do not require a social worker to perform an assessment within a 
residential setting, it does not necessarily mean that they do not do so.
Table 11.3 also indicates that only the West Midlands and the East regions require their social 
workers to perform assessments within a hospital setting. Even though the majority of regions do 
not have this as a requirement, it would be beneficial to do so. Since many older people are 
within a hospital setting and require care within the community, the assessment process will 
encompass the health concerns from hospital, as well as preparing for the services within the 
community in order to meet the needs of the user. This will help to facilitate a smooth transition 
from acute care to community care for an older person, and allow all acute staff to voice their 
concerns as well as the social worker being clear as to what the client’s health needs are and what 
services are needed to assist them in meeting these needs.
11.5.1.6 Users and carers
Table 11.3 makes it clear that all the regions require the social worker to encourage the 
participation of users and carers in the assessment process. This is vital since it is the user who is 
at the centre of care and therefore they should be at the forefront of the decisions taking place 
regarding their care and independence.
Table 11.3 also shows all the regions require social workers, as part of their role in assessments, 
to ensure that the views of users and carers are heard during the assessment process. This 
demonstrates that all the regions are aware of the importance of having these views, but also that 
social workers and departments are putting users at the centre of care.
11.5.1.7 Assess need for social work service
Table 11.3 reveals that all the regions, except for the North West, West Midlands and the South 
West regions, do not require social workers to assess the need for social work service. The 
regions that do include this requirement can restrict themselves to a set criterion. A social 
worker’s duty is to help people remain as independent as possible and, as each person’s needs will 
be different, the services required will also be different in each case.
11.5.1.8 Financial assessment
Table 11.3 illustrates that all the regions, except for North East, North West and London, require
social workers to perform a financial assessment. This is performed to see how much a user can
contribute financially towards their care. This financial assessment will have an impact upon the
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types of services that will be provided to meet those needs, as well as how much local government 
has to contribute towards the care. Due to the financial complications of social care, this is 
problematic to assess because some of the care provided by health will be free, whereas those 
provided by social care will have a cost element.
11.5.1.9 Assess potential foster / adoptive carers
This type of assessment is applicable to the care of children. Table 11.3 shows that only the East 
Midlands and the West Midlands regions expect this of their social workers. This research is not 
concerned with children as a client group and therefore will not include this as part of a social 
worker’s responsibility towards older people, due to the different client group focus.
11.5.2 Care Planning
Once the client needs are assessed, care plans have to be drawn up w hich describes how  
the needs are to be met and with which services and professionals are to meet these needs.
11.5.2.1 Care packages and care plans
Table 11.4 shows that all the regions require social workers, as part of their role and 
responsibilities, to tailor care packages to meet the assessments of users as well as to implement 
the care plan.
Additionally, table 11.4 shows all the regions, except for the East and London, require the social 
worker to determine the costs of the care plan of a user, and thereafter identify whether it is 
feasible.
11.5.2.2 Resources
Table 11.4 shows that all the regions, apart fi*om the East Midlands, London and the South West, 
require social workers to use community resources effectively when developing care plans. This 
is vital for social workers to do since it will benefit the user because they will receive the best 
community care possible, but additionally it will benefit social services departments because it 
will also help with the cost factor of care.
As is evident from table 11.4, all the regions require social workers to arrange services to meet the 
needs using available resources. This is a vital part of the social worker’s role at this stage 
because there are constraints upon these resources, and therefore social workers need to provide 
the services to meet the needs within these constraints.
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11.5.2.3 Providers of services
Table 11.4 shows that all the regions, except the North East and the West Midlands, do not 
require social workers to have an input concerning providers of services during care planning. 
However, those regions that require this will benefit since the social workers are at the forefront 
and are aware of the demands on services as well as the quality and quantity aspects of care. 
Therefore, their contribution is vital in the planning of services. Additionally, these social 
workers will also be able to depict which provider and service is best and therefore plan care 
around this.
Also table 11.4 shows that all the regions, apart from the East Midlands, East, London, and South 
East and South West regions, require social workers to negotiate with providers of services. In 
planning the services to meet the needs of users this is useful to have as a requirement for social 
workers since it enables social workers to meet the needs at the best possible price. However, the 
other five regions do not have this as part of the role of a social worker and therefore it may not be 
seen as a necessity for the role.
Table 11.4 shows that all the regions, apart from North East, East Midlands, South East and South 
West, require a social worker to be able to purchase care services from providers at the care 
planning stage.
Social workers involvement with the providers of services, from contribution to the contracts to 
the purchasing of services, shows that they have a role to play. However, not all social services 
department within these regions require their social workers to be part of this process at any point.
11.5.2.4 Involvement of professionals and agencies
Table 11.4 shows that only the North West and South West region do not require a social worker 
to involve professionals and agencies in the care planning stage. The other regions do, which 
therefore implies that this is an integral responsibility at the care planning stage for a social 
worker. Involving professionals and agencies at this stage ensures that all the needs of a user 
have been met using the appropriate services and that every aspect of care has been covered.
11.5.2.5 Establish care plan in a residential setting
Table 11.4 reveals that only the North East required social workers to establish a care plan within 
a residential setting. Since the other regions do not require this of other social workers, it is 
suggested that this is not necessary.
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11.5.3 Monitor and Review Care Plans
Clients’ needs change overtime and so the care plans need to be updated and reviewed in 
order for their needs to be met. Also if  services are not meeting the needs o f  clients 
appropriately then, social workers should be aware o f  this so that clients’ needs are met.
11.5.3.1 Review care plans and needs
As part o f the monitoring and reviewing of care plans, the social worker’s role is to reassess the 
needs of the user. Table 11.5 illustrates that all the regions require social worker’s to review care 
plans and user needs. Additionally, people’s needs are continuously changing, and therefore the 
services that they require will also change.
In reassessing needs and reviewing the care plan, it is appropriate to see whether the services 
provided are effectively meeting the user’s needs. Table 11.5 shows that all the regions, except 
for the East Midlands and the South West, require a social worker to review the effectiveness of 
the required services. This review process ensures that the services are meeting the needs of the 
individual and therefore is vital for social workers to do this.
11.5.3.2 Providing continuing support to users and carers
Table 11.5 shows that all the regions, except for the East and South West, require the social 
worker to provide continuous support to users and carers. Throughout the delivery of care the 
user is always in need of support and advice and therefore it is vital for social workers to 
continuously provide this. By doing this, it will alert the social worker about any changing needs 
of the client or whether the services are not meeting their needs appropriately.
11.5.3.3 Ensure value for money
Table 11.5 indicates that only the North East, West Midlands and London regions require the 
social worker to ensure value for money with the services that have been provided to meet the 
individual’s needs. Social workers are constantly working within resource constraints and 
matching services to needs, and if a service is not value for money, then the wasted resource can 
be substituted by another service.
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Ludmila lyavoo Chapter 11
11.5.3.4 Key worker
Table 11.5 reveals that only the North East requires the social worker to allocate a key worker. 
This is beneficial since the users and carers have one point of contact if there are any problems 
regarding care. It also provides continuing care for the user without constant explanation of their 
situation etc.
Table 11.5 also shows that only the Yorkshire and the Humbers, West Midlands and the South 
East regions require social workers to act as a keyworker. This is beneficial for the same reasons 
as allocating a keyworker to a user except the social worker will be more in tune with the needs of 
the person.
11.5.4 Monitor and Develop Local Services
Current awareness o f local services is vital for social workers to have because it enables 
them to m eet the needs o f  the clients more effectively.
11.5.4.1 Deficiencies in services provided
Table 11.6 shows that all the regions, except for Yorkshire and the Humbers and the South East 
regions, require social workers to identify deficiencies in local services. This is appropriate for 
social workers to have as a responsibility since they are constantly meeting the needs of users 
with the appropriate services, and from this are able to note where the services are lacking.
It is important for the providers to be notified of any deficiencies in the service provision. Table
11.6 illustrates that only the North East and Yorkshire and the Humbers regions require social 
workers to notify providers of deficiencies. This shows that the majority of regions do not believe 
that this is part of the role of social workers, but could be the responsibility of another 
professional working within the social services department.
Table 11.6 shows that all the regions, apart from the East Midlands, London, South East and the 
South West require, social workers to inform providers of unmet needs and shortfalls in the 
services. It is important for social workers to be able to identify when there are shortfalls and 
unmet needs in the services, since they can either inform the providers themselves as the other 
regions do or bring it to the attention of the professional in charge of monitoring the local 
services.
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11.5.4.2 Development of services
Table 11.6 highlights how all the regions, except for the East Midlands and the East, require 
social workers to stimulate development in local services. Since social workers are constantly 
aware of the changing needs of users, they would be the best placed professionals to help develop 
new services or revamp existing services to meet the changing needs of users.
Social workers can fulfil the role of coordinating and leading the development. However, table
11.6 shows that only the West Midlands region requires the social worker to coordinate and lead 
the development. Since social workers are aware of the current needs of users and keeps abreast 
of the changing needs, they are well equipped to carry out such a duty. Additionally, the social 
workers are aware of all the community services and social care services within acute care, and 
therefore will have the contacts to coordinate and lead any developments. However, social 
workers do have a number of responsibilities and this role can be fulfilled by someone monitoring 
local service provision. However, all the other regions do not require this of their social workers 
and therefore this may not be a central part to their role.
Table 11.6 also illustrates that only the West Midlands and the South West regions require a 
social worker to work with other agencies in the development of services. Working with other 
agencies in the development of services results in services which address the users’ needs in a 
holistic manner as opposed to a segregated manner, thus benefiting the user. Since only one 
region requires this there is the implication that it is not a vital part of the role of a social worker.
11.5.4.3 Quality of services
Table 11.6 shows that all the regions, apart from the North West, Yorkshire and the Humber, 
London and South East, require social workers to ensure quality standards are met. Despite this 
being a requirement by many of the regions, this should automatically be done when employing 
the services to meet the needs and monitoring the effectiveness of care plans. Therefore, if social 
workers are not doing so, then it should be made a part of their role.
Table 11.6 also shows that only the North West, Yorkshire and Humbers and the West Midlands 
regions require social workers to consult users on the quality of services. Since social workers are 
a point of contact, if users were consulted regarding the quality of the services, social workers 
would receive feedback. This type of consultation is important for the improvement of services 
since it is the user who experiences the service first hand.
However, the other regions do not require social workers to perform this activity and may use 
another set of professionals to fulfil this function.
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11.5.4.4 Service plans
Table 11.6 shows that all the regions apart from the East Midlands, London, South East and the 
South West regions, require social workers to work towards objectives and times frames of 
service plans. This leaves almost half of the regions who do not involve social workers in the 
wider view of service provision.
Table 11.6 indicates that only the North West and Yorkshire and the Humbers regions require 
social workers to be responsible for the service assessment process. Those regions that do not 
require this of social workers do so because the responsibility is placed elsewhere.
Table 11.6 also shows that only the West Midlands and the East regions require social workers to 
implement the strategies within local services. However, it would be expected that more of the 
regions would have their social workers involved since they are at the forefront of purchasing 
services on behalf of the users.
11.5.4.5 Efficient and effective use of budgets
It is evident from table 11.6 that only the West Midlands region requires social workers to use 
budgets efficiently and effectively when using the local services. However, the remaining regions 
most likely expect this of their social workers since they will be aware of resource constraints.
11.5.4.6 Statutory duties
Table 11.6 reveals how all the regions except for London and the North West regions require 
social workers to abide by their statutory duties as part of their role. This is expected of social 
workers since local authority departments have statutory duties of care placed upon them. 
Therefore, even though London and the North West regions do not appear to have this within their 
description of the role of a social worker, their social services department will be aware o f their 
duties, but have not made it clear in their definitions of the roles of their social workers.
11.5.4.7 Replacement for management
Table 11.6 shows that Yorkshire and the Humbers, the West Midlands and the East regions are 
the only regions that require social workers to act as replacement when a member of the 
management is absent from post. This is very much dependent upon the experience of the social 
worker and whether they are able to take on this duty.
11.6 Joint Working
Table 11.7 illustrates that all the regions, except the London region, require social workers to 
liaise with agencies and professionals. Social workers addressing the needs of older people have 
to deal with a number of professionals and agencies and therefore joint working is vital in the care 
o f older people.
_ _
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Table 11.7 also shows that all the regions require social workers to work within a multi­
disciplinary and multi-agency environment. Social workers provide social care to those client 
groups with complex needs and therefore being part of this environment should be the norm.
Table 11.7 shows that all the regions require social workers to be involved in partnership working. 
This is in line with the recent government drive of ‘partnership working’ between health and 
social care services especially.
11.6.1 Integrated Service
As is clear from table 11.7, only the North East, North West, Yorkshire and the Humbers and the 
West Midlands regions require social workers to be part of an integrated service. This is also in 
line with the government’s focus of providing an integrated service to users. There are several 
facets to an integrated service that social workers are required to have according to these regions.
Firstly, table 11.7 shows that only the North West region requires a social worker to represent the 
social work perspective in an integrated service. This would be automatically done when 
addressing the needs of an individual. Secondly, the North West and the West Midlands regions 
require a social worker to understand the role and responsibilities of other professionals within an 
integrated service. Although this aspect is vital for an integrated service to progress, it is also 
essential to have this aspect as part of a social worker’s skills, since it will enable better joint 
working as well as help to provide better care. Finally, Yorkshire and the Humbers and West 
Midlands regions require a social worker to have close links and liaison with professionals and 
agencies within an integrated service. An integrated service requires almost an amalgamation of 
the professionals in order to provide an integrated service -  a single service.
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11.7 Development and Training
Table 11.8 shows that all the regions, except for London, insist that social workers undertake 
training in order to meet the requirements of the post. Training is vital in the development of the 
professional but will also benefit the service user. It is also evident that all the regions, except for 
London, require social workers to have regular supervision and for someone to respond to their 
queries and concerns. This will help in the development of the social worker as well as 
addressing any concerns they may have or providing them with advice on certain issues as 
needed. Therefore, this shows that the majority of regions expect their social workers to be 
continually trained.
Table 11.8 also shows that all the regions, apart from London and the South West, require social 
workers to assist in the training of others. This will aid newly qualified social workers as they 
will be mentored by their colleagues. The advice and training that social workers give others 
must be productive and positive, especially with the changes that social services and the health 
service are undergoing. Any negative advice passed on to others can cause further problems in 
the system and hamper progress, especially in joint working.
11.7.1 Enhancing Social Services Department’s Image
Table 11.8 reveals that only the North East region requires social workers to help enhance their 
social services department’s image. This suggests that social workers will think appropriately 
about all their actions, as they not only represent themselves in decisions but also their 
departments.
11.7.2 Client Group
Table 11.8 shows that only the West Midlands and the East regions require social workers to have 
training in the client group to which they will provide care. This would be beneficial for the user 
since the social workers would be more equipped to deal with their needs. This further 
demonstrates that the regions are in line with government requirements of putting the patient at 
the centre of care.
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11.7.3 Health and Social Care Setting
Table 11.8 shows that only the West Midlands and the East regions require social workers to have 
training in a health and social care setting. This enables the social worker to experience the 
workings of both environment and understand their roles within both. Additionally, this will 
allow social workers to be exposed to the working of other professionals who have to meet the 
needs of the client group and to appreciate the thought processes behind decisions made.
Table 11.8 also indicates that only the East region requires social workers to train in multi­
disciplinary working. This will prepare the social worker for joint working and how to approach 
issues when needed. However as Chapter 8 demonstrates, for partnership working to improve, 
there needs to be more training, which the interviewees felt is currently lacking.
11.8 Administration
Table 11.9 shows that all the regions include a number of administration elements in the role of a 
social worker. However, these are dependent upon the social services department to which they 
belong. All the regions do share common elements as well as having their own individualised 
elements.
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11.9 Service Delivery Elements
Table 11.10 reveals that there are a variety of service delivery types which the regions require 
their social workers to be aware of. Firstly, the North East region uses their social workers to 
supervise the day to day operation of residential care homes. This requirement of a social worker 
must be within a residential care home setting. Figure 11.0 shows that home care manager job 
descriptions were received which suggests that this forms part of their duties. Consequently, only 
one region requires this, and therefore it is not considered a compulsoiy service for all social 
workers to be involved in.
Table 11.10 shows that all the regions, except for the North East and North West, require social 
services to advise users on their legal status. Since the majority of regions have included this as 
part o f social worker’s role, table 11.10 shows that this service is required by users.
It is also clear from table 11.10 that only the West Midlands and the South East regions include 
involvement in hospital discharge arrangements as a requirement for social workers. This shows 
that within these particular regions, the social services departments emphasise involvement in the 
discharge process. However, figure 11.0 shows that hospital social workers’ job descriptions 
were received by these two regions, which implies that this is a particular duty pertaining to this 
type of social worker.
Table 11.10 shows that only the West Midlands has social workers which manage home care 
services. Again figure 11.0 shows that job descriptions were received for home care managers, 
thus implying that this responsibility is typical of this type of social worker.
The day to day management of older people’s services is a role which only the West Midlands 
and the East regions require, according to table 11.10. Similar to the above service type 
deliveries, it is dependent upon the type of job descriptions received. Figure 11.0 suggests that it 
is the job descriptions of an assistant service manager for older people.
Four of the regions also require their social workers provide practical support for their users. 
Table 11.10 shows that the West Midlands, East, South East and South West regions require this. 
This demonstrates that some regions’ social service departments feel that it is part of a social 
worker’s role to provide such support.
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The final service deliver type is intermediate care provision. According to table 11.10, only the 
West Midlands feel that this is part of a social worker’s role. However, this type of provision is a 
recent concept and therefore needs time for it to filter down into the job descriptions of social 
workers. However, it is also dependent upon the providers of such provision. For example, the 
West Midlands may have the majority of intermediate care within the community, whereas other 
regions may have it distributed amongst the acute and community care sectors.
11.10 Conclusion
This chapter has shown that there are different job titles associated to the role of a social worker. 
This will cause confusion for professionals, organisations, users and carers and will hinder their 
understanding of the role of a social worker. Also, there is regional variation within the role, 
which will lead to further confusion for others and even the social workers themselves.
The chapter further demonstrates the role of a social worker in detail. The remit o f the role covers 
areas such as partnership working and the core responsibilities -  assessment, care planning, 
monitoring and reviewing care plans and monitoring and developing local services. The role also 
highlights the need for involving users and carers, which is in line with the government’s policy 
o f placing the user at the centre of delivery.
The fundamental conclusion from this chapter is that the main function of the current role of a 
social worker is about getting the appropriate services to match the clients’ needs. Therefore, it is 
a role that is heavily administrative.
The following chapter will discuss the findings chapters in relation to the whole study.
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Chapter Twelve
Discussion and Conclusion
12.0 Introduction
The previous chapters have examined partnership working and collaboration between health and 
social care services. After examining the NHS and social care organisation and partnership 
working and collaboration between the two, this study was designed, implemented and analysed 
using the most appropriate methodology. Using the stages developed within the methodology 
(Chapter 5), this chapter will explore the results from Chapter 7 through t o l l  with the assistance 
of the literature review (Chapters 2,3 and 4).
The research has identified the following issues. Both health and social care policies are 
developed in isolation and are therefore not portraying partnership working between the two 
services, which means that the role of professionals will follow suit. Partnership working has still 
to make progress and there must be recognition that it does not happen simply by placing 
professionals from both disciplines together without any real thought behind interprofessional 
issues. When considering a complex societal group, such as older people, many agencies and 
professionals are involved in their care, but most predominantly social services and social 
workers. The social worker’s role in the care of older people is wide-ranging and the extent of 
their contribution is not fully recognised by the government or in social policies. These issues are 
bound to have implications for partnership working between health and social care professionals 
and organisations. Consequently, the role of a social worker needs to be made explicitly clear to 
themselves and to other professionals in order for partnership working to improve further.
12.1 The level of involvement of social services and social workers
The research has found that every aspect of care relating to older people requires a high level of 
involvement from social services and social workers, from prevention through to rehabilitation 
within the community (Chapters 9 and 10). There are a number of themes that needs to be 
discussed in light of this.
12.1.1 Social Care is vital in the health of an individual
The extensive involvement of social services and social workers in the care of older people, as 
highlighted in the research, indicates that social care is vital in the health of an older person 
(Chapters 8, 9 and 10). This has been recognised by the government in recent policy documents, 
especially the National Service Framework for older people, in which the government has aimed 
to practice joined up policy making addressing particular client groups (Chapter 3).
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The research has demonstrated that older people’s services are directed by medically focussed 
policies with little acknowledgement that social care is vital in the health of an individual 
(Chapter 7). This supports other views such as Jones (1994), who believes that further work must 
be done in accepting a more social definition of health, which will enable all health and social 
care professionals to work together more effectively (Chapter 2). The research shows that the 
medical model is not the most appropriate model of care due to the restrictions it imposes upon 
the types of professional care, which is required to meet the needs of older people (Chapters 7, 9 
and 10). The large involvement of social services and social workers demonstrates that 
government, policy makers and health professionals (including the medical profession) need to 
accept that there is a social model of health in practice. Although, the research indicates the 
medical model is not prevalent in the care of older people in practice (Chapters 9 and 10), the 
health and social policies addressing older people show differently (Chapter 7). The research also 
highlights how the health and social policies in place are not promoting collaboration and 
partnership working between the two, since the medical aspect is taking preference. Not until the 
government and policymakers adopt a more social definition of health will it be realised that 
social care is vital to the health of an individual and thus partnership working can work more 
effectively.
Even though social care is needed to improve and maintain the health of an individual, the 
research demonstrates that social services’ and social workers’ contribution towards this is not 
straightforward. It is difficult to give a definition of what the role of social services and the social 
worker is towards an older person and subsequently their contribution towards the health of an 
individual in the form of social care. The research indicates that one of the reasons for this is due 
to the minimal social policies that are in place for older people; and there is no policy or 
legislation in place stating what the role of social services is or consists of, towards older people, 
nor is there clear direction (Chapter 7). Comparing this particular client group to another, such as 
children, the research shows social policies are more detailed; social services’ and social workers’ 
roles are very clear and detailed in that their role is primarily to safeguard the welfare of children 
(Chapter 7).
Also, the research shows that in comparison to its counterpart, health, where the role of health 
professionals and organisations is more clearly defined, social care does not provide such clarity 
for its organisation and staff. The health policies that are in place are overlooked by the NHS Act 
and its aim of ‘prevention, diagnosis and treatment’ (Chapter 2), whereas social care does not 
have an overall aim, which makes it difficult to understand the role of social services and social 
workers. Instead, the research found that social care has a collection of historical social policies 
contributing towards the role, such as having elements of the Poor Law within their role. With
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such outdated social policies contributing towards the role of social care and its professionals, 
they will struggle to meet the needs of the client effectively.
This research attempts to provide a more clear and defined role of social services and social 
workers within older people’s services. The role of social services and social workers and their 
contribution towards older people’s services has been found by the research to be fundamentally 
about getting the services within the community to meet the individual’s needs, whether it is 
meals on wheels or a residential placement within a care home (Chapters 9, 10 and 11). 
Therefore, the research shows that their contribution towards older people is more of an 
administrative and organisational form of social care, which plays a vital part in health care 
delivery, but whether it is actually a form of ‘care’ that social workers are providing is 
questionable. The role essentially consists of ‘project management’. In the research, the types of 
job descriptions that were received for a social worker referred to care managers (Chapter 11, 
figure 11.0); this is most likely a more appropriate title for the current social worker, which 
implies that a form of care is being provided by the social worker, but in fact the social worker / 
care manager is arranging the services within the community to provide the care. Due to the type 
of current role that the social worker possesses, the research shows it places them in the forefront 
of partnership working and collaboration with other organisations and professionals. It has been 
recognised that social workers have the necessary skills to work in partnership (Chapter 4) and the 
research demonstrates that they are a partner, and are recognised as such by other organisations in 
tackling issues of concern such as delayed discharge (Chapter 10).
In order to identify the nature of the role of social services and social workers towards older 
people, the meaning of social care itself must be clarified. The research reveals that this issue has 
also been highlighted as an important question that needs to be addressed so that both health and 
social professionals are in agreement (Chapter 2). However, history and the research have shown 
that social care has not been defined as well as health care. Instead, social care has been subjected 
to complexities and has always been associated with assisting those who are vulnerable in one 
way or another (Chapters 2, 3 and 7). The research has demonstrated that social care relates to 
‘enabling an individual to live as independent a life as possible’ and the attributes of a social 
worker and the above synopsis support this view (Chapters 7, 8,9, 10 and 11). This view runs in 
parallel to North’s (1995) definition of social care (Chapter 2), but the definition must make it 
explicitly clear that social care does not provide any medical intervention in order to keep 
individuals as independent as possible. These views of social care also explain the need for social 
workers and social services to have a large involvement in the care of older people and the 
delivery of health care, especially in the current climate, where the government’s aim for older 
people is to keep them as independent as possible (Chapter 3). The government has actively 
recognised within the NSF for older people that health and social care together are needed to
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address the needs of this group (Chapter 3). However, the research indicates that in the front lines 
of health care delivery it is felt that this is not being fully recognised by the government due to the 
separate funding trails of health and social care (Chapter 8). Therefore, despite the government 
showing through policy and legislation that health and social care are needed together to address 
the needs of individuals, at the frontline it is believed that the government has not fully recognised 
how intertwined both are due to the separation of funds. Until the funding is unified, then there 
will always be partnership and collaboration issues occurring between the two services. The 
research demonstrates that social services and social workers have great importance in the care of 
older people and enabling them to return to the community with the necessary support (Chapters 9 
and 10). Without social services’ input, older people would have difficulty in adjusting back into 
the community following an acute episode. The research further illustrates that this organisation 
and its professionals help an older person to be as independent as possible (Chapters 8, 9 and 10). 
Hence, health and social care are heavily intertwined and for a person to be healthy and kept 
healthy their social care needs must be met. Therefore, social workers are the profession to 
deliver the services to meet these needs as the research has demonstrated.
For health and social care to be fully recognised by the government as being intertwined there has 
to be an acceptance that in the definition of health, social care has a dimension (Chapter 2). The 
NHS Act’s aim (Chapter 2) shows that social care is an important aspect of health delivery. 
Despite the NHS Act’s aim and the WHO’s (1974) definition demonstrating that health and social 
needs are intertwined in health care delivery, the research shows there is still a strong medical 
notion running through the delivery of health care (Chapter 7). The research further demonstrates 
that the health policies in place are in line with the medical model and instead of the social 
policies in place complementing the health policies they are sporadically placed (Chapter 7). The 
government needs to adopt a more holistic view of health, which will enable them to develop 
health and social policies that complement each other and promote partnership working and 
collaboration between the two sectors. Adopting the WHO definition (Chapter 2) will help the 
government and policy makers in creating further health and social policies that address the needs 
of individuals holistically, whilst demonstrating their realisation that social care is an important 
dimension of health care delivery. Additionally, the research demonstrates that health provides 
the medical intervention aspect of enabling a person to be as independent as possible, whilst 
social care provides non-medical intervention (Chapters 2, 7, 8, 9, 10, 11).
12.1.2 Lack of social policies
With the large involvement of social services and social workers in the care of older people, the 
research shows that social policies surrounding older people services do not provide a true 
representation of the involvement of social services in the care of older people (Chapter 7). This 
needs to be developed to ensure that social policies fully represent the work and role of social
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services and social workers in order for older people and professionals to be more aware and gain 
an understanding of their role, which will also assist the adoption of partnership working (Chapter
4).
The research indicates the lack of social policies is not applicable to the whole of an individual’s 
lifespan but seems to be confined to older people (Chapter 7). This is very different to another 
complex client group -  children -  where the research shows that social policies are clearly 
outlined, detailed and the role of social services and social workers is statutorily implied (Chapter 
7). Conversely, older people are not given the same focus in social policies, but instead the 
research demonstrated that social services’ role within older people’s care depends upon whether 
an older person fulfils the definition of a vulnerable adult in order for social services to fulfil their 
responsibilities towards them. Therefore, the research suggests that there will be variations 
throughout the nation as to how an older person’s care needs are met. For instance, all the duties 
and responsibilities which social workers perform within older people’s services will vary 
regionally. Having a more substantial and focussed set o f social policies addressing older people, 
if not a statutory obligation, similar to children, will help to focus and define social services’ and 
social workers’ roles within older people’s services. Simultaneously, this would create a strong 
long term policy vision for older people care, which the research highlighted as lacking within 
older people’s services (Chapter 8).
The lack of social policy representation surrounding older people has an effect on the issues 
surrounding partnership working. Since social policies do not truly reflect the role of social 
workers and social services and the duties they perform in their entirety, it would be fair to 
assume that the government and policy makers are not aware of the extent of their role. Since 
professionals take their direction from policies, the lack of social policies also limits the 
awareness of social services’ and social workers’ roles amongst other professionals, which has a 
negative impact on the development of partnership working and collaboration. Huntington (1981) 
supports the research, where it was found that doctors did not realise the extent of the social 
workers’ role until they had to work closely with them. Having the clarity and awareness of the 
role of social workers and social services is vital in providing appropriate care to older people, 
who require a variety of services from both health and social care. Therefore, by understanding 
the role that social workers play, other professionals will not only be in the know about what 
social services provide, but will also be aware of the way in which decision-making takes place.
For partnership working to be at its most effective within older people’s services, the research 
shows that there has to be recognition at government level and downwards that social services and 
social workers have a large stake in the care of older people (Chapter 9), which is also supported 
by Lewis (2001) and Lymbery (2003) (chapter 4). Policy documents such as the NSF for older
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people recognise the importance of social services and social workers in the care of older people 
and specifically address partnership working through interorganisational arrangements. However, 
many of the barriers affecting collaboration and partnership working, such as professional status, 
have not been addressed (Chapter 4). The creation of the NSF, which addresses both health and 
social care issues surrounding older people is a step in the right direction, but further detailed 
social policies relating to such a complex client group should be addressed in order to increase the 
level of awareness of the role of social services amongst the government, professionals, service 
users and their carers, which will increase the understanding of social services and social workers 
role. If the social policies contained further details, then it would be visible that the fundamental 
role of social services and social workers is to bring the services together to meet the needs of 
older people and for those who are returning to the community. Additionally, it would also be 
apparent that the role of social services and social workers is ‘to enable a person, through non­
medical intervention, to live as independently as possible’.
12.1.3 Government’s definition of social services
The government has made it clear that social services have suffered due to lack of detailed 
explanation concerning the scope of their role (Chapter 3). Consequently, the government set out 
to present what it perceived the role of social services to be, but what it actually gives is a vague 
explanation of social services’ role. Despite the government’s definition highlighting that social 
services are there to bring the services of the community to the older person, which is parallel to 
the research’s thoughts on the definition, it was clear from the research that the definition does not 
fully demonstrate the extent of the role that social workers perform, especially concerning their 
heavy involvement in the discharge of older people from hospital (Chapters 9 and 10). Older 
people and hospital discharge is only one aspect of the work of a social worker, as the role is 
much more far reaching. For instance, the research explains how their role entails involvement 
with local services and their development (Chapter 11). Therefore, the government has not 
succeeded in explicitly explaining the role of social services and social workers in such a way that 
all those involved can understand the wide spectrum of the role. More specifically, the research 
demonstrates that the government has not helped social workers to describe and articulate their 
role to others, which is key to improving partnership working and collaboration (Chapter 4). 
Additionally, if the government are not aware of the full scope of the work of social services and 
especially the role of social workers, policymakers will not recognise the social policies that need 
to be in place to address the social care needs of the client group, which will result in gaps in the 
policies. As the research highlights, this has occurred in certain areas, such as older people 
(Chapter 7). Also, as noted throughout the research, these policies direct the professionals in their 
work and also give people an idea of what they should expect from social workers.
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The government’s vagueness concerning the role of social services and the social worker hampers 
the progress of partnership working. This vagueness also demonstrates how the role is subject to 
continuous change and is potentially limitless, as is noticeable in the research into the current role 
of a social worker, which showed that they carry out a wide spectrum of duties and 
responsibilities (Chapter 11). These changes have occurred as a result of different governments 
and their policies, and so the current social worker’s role encompasses a number of facets relating 
to previous governments (Chapters 2 and 11). By having defined boundaries in the role, it will 
help social workers to explain their role to others, which is important for the success of 
partnership working and collaboration (Chapter 4).
Having more of a defined role with clear boundaries will help other professionals and 
organisations to understand the reasoning behind decisions made by social services and social 
workers. Currently, the research demonstrates that there are difficulties in understanding the 
reasoning behind decisions taken and thus various assumptions are made, such as funding being 
the deciding factor in decisions (Chapter 8). Despite funding being a factor in decision making 
for social services and social workers, the research shows that there are also more likely to be a 
range of other factors contributing to decision making (Chapters 9 & 10 & 11). The government’s 
vagueness only adds further confusion and scepticism between social workers and other 
professionals.
The research demonstrates that by not having a clear definition of social services, the government 
are able to continue to pass responsibilities over to social services. This would explain the 
continued addition of responsibilities to the social worker’s role. For instance, with the acute 
focus the government have continually added responsibilities to the role of social services, and 
since there has not been a clear definition of the duties and boundaries of social services, it is 
difficult for social workers and social services to stand up and say ‘no’ to further responsibilities. 
Conversely, the NHS is bounded by legislation (NHS Act) and also professional boundaries that 
enable health professionals to stand up and say ‘no’ to further responsibilities and, as highlighted 
in the research (Chapter 2), provide them with professional dominance such as doctors. Therefore, 
the research questions whether the current government and previous governments find it more 
advantageous to avoid defining the role of social services too rigidly in order to pass over 
responsibilities and functions in order to make the system ‘gel’ together.
Despite the government’s imprecision in the definition of social services, the research does 
conclude that social services still provide two main services to older people, for which personal 
social services had been developed in the provision of services for older people in the 1940s: 
residential care and community services such as home help (Chapters 2, 3, 7, 9 & 11). However, 
the development of the provision of these two types of services for older people originates from
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two different sources; the government and health service legislation respectively (Chapter 2). 
Hence, from the beginning personal social services for older people was exposed to confusion and 
necessitated the need for health and social care to work together. As the research demonstrates, 
the current role of a social worker encompasses both the residential care and community services 
aspects, which implies that the role of social services in meeting the needs of older people in the 
1940s were fundamentally the same as in today’s provision. The current government need to be 
more explicit so that policy makers, professionals, users and carers are able to understand the role 
of social services towards older people, i.e. :
Social services’ role is to provide both residential care and community services fo r  older 
people.
Despite the main brunt of the work of social services and social workers being centred around 
these two types of provision, the research demonstrates that there are additional responsibilities 
that social workers have, which do not necessarily fall into these two types of provision and are 
there to meet the aims of other organisations, such as delayed discharge in acute services, instead 
of those of their own organisation (Chapters 9, 10 & 11). This will hamper social services and 
social workers to develop and evolve as a modem organisation and modem professionals 
respectively within the service provision.
12.1.4 The increasing role of a social worker
As well as the principal involvement of social services and social workers in the care of older 
people, the research found that there are also increasing duties and issues that social workers have 
to deal with in addition to looking after their clients (Chapter 9). Social work practice is not 
solely about the encounters between social workers and their clients (Chapters 9 and 11), as there 
is also the vast amount of administration and organisational aspects to the role, such as attendance 
at meetings (Chapters 9 and 10), which is constantly being subjected to change. The increasing 
scope of social work encompasses all the loose ends that the health aspects cannot fulfil, as well 
as taking the slack where it is not clear with whom certain responsibilities lie (Chapter 7, 8, and 
9). Therefore, it is social services and social workers whose roles are continually built upon. The 
research suggests that the changes that are affecting social work practice are issues conceming 
other sectors of care, such as the acute sector and the independent sector, which has not seemed to 
be the case in the past. With the govemment currently tackling the issues surrounding these 
sectors, such as delayed discharge, the duties relating to them are being performed by the social 
worker, thus adding to their workload.
This continual changing of the role of social workers adds further complexity to the task of 
defining the role, since it is constantly being expanded upon by the govemment. Therefore, this
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will impact upon partnership working and collaboration as the role will always be subject to 
constant change and ambiguity.
12.1.5 A ‘shared vision’
The research demonstrates that one of the ways of overcoming the barriers of partnership working 
and collaboration is through having a ‘shared vision’ (Chapter 4). For there to be success in 
partnership working and collaboration, there has to be agreed aims and objectives. The research 
has shown that planning documents which amount to a ‘shared vision’ are not circulated amongst 
key players involved in older people’s care as much as one might expect (Chapter 10). With the 
government’s drive to improve partnership working and collaboration between health and social 
care, partnership working has made an impact, with over half of social services having seen the 
planning documents (Chapter 10). Social services and social workers have been able to discuss 
any potential issues that may arise from the document and finally agree the aims and objectives of 
the services provided to older people. Hence, the organisations and professionals are clear about 
their own roles and those of others, which is another means of overcoming the barriers to 
collaboration (Chapter 4). This will improve partnership working between the PCTs and social 
services and also allows issues to be identified at an earlier stage.
However, the research has found that a planning document, which represents the shared vision 
still needs to be circulated a lot more widely than it is currently (Chapter 10). This immediately 
presents problems for partnership working and collaboration between health and social care. 
Since social services is a major player (Chapter 9), circulating planning documents amongst social 
services allows issues to be resolved earlier and results in minimal confusion amongst 
organisations and professionals and their associated roles in the planning of older people’s 
services. Additionally, circulation of such documents avoids unnecessary communication and 
administration between the organisations, therefore resulting in the delivery of a more effective 
service for older people.
As the research continues to show, the large involvement that social services and social workers 
have in the care of older people is still not recognised. If it was to be recognised then the 
circulation of such key documents, which set out the vision amongst key organisations, such as 
social services, would result in better care for older people. Additionally the research also 
questions professionals’ and organisations’ thoughts on the definition of health and how social 
care fits into this definition. The lack of circulation of such documents by the PCTs raises 
concern, since the govemment have placed PCTs to be the vehicle for the integration of health 
and social care locally (Chapter 3). Consequently, it is evident that the PCTs are not fulfilling 
their responsibilities by assisting in integrating health and social care and reviewing how they 
interpret ‘being healthy’.
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12.2 The Acute Focus
In recent years, with the climate of reducing waiting lists within hospitals, there has been a strong 
focus on reducing the number of older people entering and remaining in the acute sector (NAO, 
2003). In tackling this issue, the research has shown that social services and social workers have 
a large involvement in addressing the issue of delayed discharges within the acute sector 
(Chapters 9 and 10) and, more specifically, in the set up of initiatives for hospital avoidance 
(Chapter 9). According to the research, the role of social services and social workers is 
undergoing significant changes in accordance with the government’s emphasis upon specific areas 
of care such as delayed discharge. To further exacerbate the situation, the govemment have 
brought out the Community Care Bill, which will most certainly impact upon the role of social 
services and social workers, since their departments will be fined for everyday a medically fit 
person remains in hospital. This places more pressure upon the social services budget, which is 
already overstretched. Therefore, to prevent incurring fines, social services and social workers 
are forced to adapt their roles to getting a person out of hospital and making this their priority.
The development of such initiatives supports the Audit Commission’s report (2002) and Banks’ 
(2002) thoughts of the govemment having a heavy acute focus. This is further supported by the 
research which found that there needs to be further improvement in preventive services to 
promote a healthy lifestyle (Chapter 9), and implies that these services should be predominantly 
provided by health and social care locally. Therefore, social services are playing a key role in 
tackling acute problems instead of focussing upon issues within the community. If  social services 
were to develop preventive services but with the aim of assisting community problems, as 
opposed to the acute focus, then the success of these services may differ. Such focus adds further 
support to Wistow’s (2000) claims of social services being ‘handmaidens to medicine’. 
Additionally, it demonstrates that instead of the focus being upon ‘health preserved’ it is upon 
‘health restored’, which Wistow (2000) argues is the role of the NHS (Chapter 2). The 
govemment need to adopt the approach of preserving health, which it has begun to do in its White 
Paper, Saving Lives: Our Healthier Nation (Secretary of State, 1999). However, the majority of 
this White Paper is still about health restored. Until the govemment recognise that it is about 
preserving health, which would lead to the focus being upon health and social care working 
together within the community to keep its community healthy, the focus will continue to be upon 
the acute sector, and therefore partnership working will also be used for solving acute sector 
problems.
The research has also shown that PCTs have had to place a great deal of importance upon delayed 
discharge in comparison to other health issues (Chapters 9 and 10). This further demonstrates that 
there is a heavy focus upon acute sector problems, as well as how other care sectors are focussed 
upon resolving acute sector issues. Therefore, it is implied that PCTs have to view health in
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medical focus and thus not allowing PCTs to view health as having both medical and social 
elements of care. The research also implies that the roles of professionals within the PCTs are 
focussed upon resolving such issues, which subsequently changes their roles. Therefore, instead 
of improving the health of their local population, professionals within PCTs will adapt their roles 
to the aim of helping to reduce delayed discharge. The root of this issue lies with the govemment 
who have contributed towards this with their own heavy concentration upon the area (Banks, 
2002; Audit Commission, 2002).
With the roles of social services and social workers changing according to the govemment’s aims, 
in comparison to other health professionals, there is a concem for partnership working and 
collaboration. Throughout the research, it is made clear that understanding the roles of other 
professionals is a key factor in the success of professionals working together. However, if the 
roles of professionals are forever being subjected to change in conjunction with govemment 
policy, then the roles of professionals, especially social workers will always be confusing, not 
merely for the social workers themselves, but also for other professionals working with them and 
the service users. Therefore, social workers need to have a core role with additional facets for 
specialisation in certain areas.
The research proposes that the focus upon acute care and the changing of the roles of 
professionals stems from the govemment policies that are in place. The research demonstrates the 
health care priorities that the govemment has set, both at national and local levels, were seen as 
one of the obstacles in the development of older people’s services (Chapter 9). Here, the 
govemment have set priorities that are mainly health driven, which shows that it most likely 
hampers the progress of older people’s care since the health care priorities override all other 
aspects of care of an older person, such as the social care aspect. It must be recognised by the 
govemment that there are many dimensions to the health of an individual and so the definition of 
health that they use must encompass all aspects, not just the medical (Chapter 2). The emphasis 
and priorities should be set in a more holistic manner, whereby health and social care have similar 
precedence. This contradicts the many policy documents that the govemment has circulated 
regarding the acknowledgement that health and social care are equal and interdependent (Chapter 
3). According to the govemment’s priorities, preventative measures are being introduced to 
reduce acute sector problems, whereas govemment policy documents are acknowledging and 
showing realisation that the health of an individual involves both health and social care 
organisations and professionals and that both are vital in health care deliveiy (Chapter 3). Banks 
(2002) also states that the govemment steers towards the acute focus and the obsession with issues 
such as delayed discharges and unnecessary admissions. The govemment need to recognise that 
many of the acute sector problems can be resolved within the community.
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From a partnership working perspective, the research reveals that in both policies, health and 
social care professionals have to work towards the priorities that the govemment has set, such as 
the recent Community Care Bill (which has a definite acute focus in mind), despite professionals 
believing that the majority of work should occur within the community, which will then have a 
knock on effect on the acute sector (Chapter 10). Therefore, the emphasis upon the acute sector 
problems has an impact upon partnership working.
To remove the focus from the acute sector, the Audit Commission’s report (2002) on whole 
systems working (Chapter 4) shows how such a system can help to rectify certain areas, which 
will positively affect other areas. If such a technique of whole systems working was adopted at a 
national level, then the govemment and their policy makers will be able to see exactly where the 
priorities should lie and how acute sector problems could be resolved without the focus being 
fully upon the acute sector. However, this advocated system will not work unless the govemment 
reviews its definition of health, and chooses to adopt a more holistic definition such as the WHO 
definition (Chapter 2).
The roles of the professionals will also change, since they have to adopt these policy changes and 
carry out their duties to match the policies. Therefore, instead of social workers aiming to help 
people live as independently as possible, they are having to adjust their aims towards trying to get 
individuals out of hospital, as is highlighted in the research (Chapters 9 and 10). Additionally, 
this situation has been strengthened by the introduction of the Community Care Bill (delayed 
discharge), which aims to penalise local authority social services for every individual who 
remains in hospital and is medically fit to leave, thus the social worker’s role and objectives are 
altered even further. If social workers had a longer standing professional body, then their role 
would not be so susceptible to change, but since the GSCC has only recently been formed, the 
social worker’s role will continue to change according to the govemment’s aims. In contrast to 
health professionals, especially those in acute care, the govemment has not adapted their roles in 
this way.
To further support the notion that acute care is focussed upon more than community care services, 
the research shows that there is another striking obstacle in the development of older people’s 
services -  funding (Chapter 9). The balance of funding between acute services and community 
services for half of the time is an issue of the development of services for older people (Chapter 
9). The issue of funding will have an impact upon the role of professionals, but especially social 
services and social workers, since a lot of their work surrounds their department meeting the costs 
of the care of older people within the community. Therefore their role will be heavily influenced 
by funding. The focus of funding towards acute care and the services that social services and 
social workers provide, such as the hospital avoidance initiatives, forces social workers to adapt
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their role towards the acute sector. Therefore, instead of social workers adopting the social model 
of health (Chapter 2), instead they have to follow the medical model since the govemment are 
steering them in that direction. This will definitely have an impact upon their role and how it is 
explained to others, hence impacting upon partnership working between health and social care. 
Additionally, those in social services will find it difficult to make other professionals and the 
govemment understand that social care plays a vital part in the health of an individual since they 
are not given a chance to do so by the govemment.
12.3 Social workers and social services are the bridge between acute and community 
care
The research demonstrates that the level of involvement of social services and social workers 
shows that they also play a vital part in the continuity of care from acute care to community care, 
through assessing the post acute care needs of patients coming back into the community, from the 
level of involvement in the different aspects of discharge to the rehabilitation aspect within the 
community. Within all of the areas, the research implies that social workers are the connection 
between acute and community care since they ultimately match the needs of a patient to the 
services within the community (Chapters 9, 10, and 11). Simultaneously, they are also 
fundamental to the provision of primary care with most of the work PCTs do involving social 
services and social workers (Chapter 9).
Webb and Wistow (1987) believed that social workers are not the gatekeepers of personal social 
services but the research demonstrates otherwise, in that they are veiy much in the forefront o f the 
bridge between the acute sector and the community care sector. To further support this, the 
research shows the role of a social worker to be the ‘gatekeeper ’ to social care and community 
services, with involvement in assessing the needs of patients, monitoring the services that patients 
receive and the progress being made, focussing upon the services within the community to ensure 
that they are of a high standard and are addressing the current needs of individuals (Chapter 11). 
Additionally, the research demonstrates that the social worker’s role also requires a tremendous 
amount of partnership working with the acute sector and the primary care sector, and further 
supports the notion that social workers are gatekeepers to community care (Chapters 9 , 10  and 
11).
The research also highlights that it is recognised by the PCTs and the acute sector that social 
workers are key to services within the community through the initiatives that have been set up 
(Chapter 9) and the level of contact (Chapter 10) there is between social services and the PCTs 
and acute hospitals. It is suggested that social services and social workers are the third partner to 
the acute sector and PCTs. Through tackling an issue such as delayed discharge, which requires 
input from the acute, primary and community care sectors, these organisations and professionals
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have recognised the need to work together in order to resolve the issue of delayed discharge. The 
research portrays how improvements, such as better working relationships between agencies and a 
better understanding between agencies, have occurred as a result of organisations and 
professionals working together to reduce delayed discharge (Chapter 10). Additionally, the 
function of a social worker has demonstrated that partnership working is part of their role, but that 
there are regional variations conceming its inclusiveness (Chapter 4 and 11).
Despite the consequence of partnership working improving due to tackling delayed discharge, it 
must be recognised that a partnership is based on equal parties and relationships (Chapter 4). 
However, in reducing delayed discharge, it is an acute sector target and therefore all the focus is 
upon the acute sector. Hence, instead of social services and social workers aiming to help people 
to be as independent as possible and PCTs aiming to meet the needs of their local health 
population, both sectors (community and primary, respectively) have to adapt their aims to reduce 
the acute sector issues. This will have an impact upon social services and social workers being 
the bridge between acute care and community care, since social workers are only catering for the 
needs of individuals leaving hospital with the aim of assisting the acute sector in meeting their 
goals. Also, the recent Community Care Bill of penalising social services for delayed discharges 
will also be a priority for social workers. Bridging the gap between the acute and community care 
sector should involve a smooth transition from the acute to the community. However, if the focus 
is just upon acute then this will hamper the transition and instead force social services and social 
workers to find any means possible in moving an individual from acute to community, which may 
not be of greatest benefit for the user.
With the focus upon the acute sector, there must also be input from this sector in the continuity of 
care from acute to community. The research shows some of the schemes that are in place are 
there to prevent people from being admitted into the acute sector and involve the acute hospitals 
(Chapter 9). Therefore, partnership working is needed between the acute sector, primary care 
sector and social services. For continuity of care to be present for an individual, it must be 
recognised by those in the acute sector that partnership working is needed, at professional and 
organisational level. For interorganisational collaboration to work, the acute sector needs to adopt 
some of the principles and success factors that Hardy et al (2000) and Atkinson et al (2002) set 
out in their research (Chapter 4), such as commitment and willingness to be involved and 
recognition and acceptance of the need for partnership in all aspects of the patient or client care 
pathway. Additionally, the research shows that partnership working will only address all the 
needs of an individual if there are strong agreements about the direction and the care pathway 
(Chapter 8).
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If the acute sector adopted the ‘whole systems’ approach advocated by the Audit Commission 
(2002), (Chapter 4), then the sector will be able to look beyond its own problems and realise they 
can be resolved elsewhere within the system. The research indicates that two thirds of acute trusts 
use a mapping exercise of older patients through hospital care in order to identify any blockages 
within the hospital that needs to be addressed (Chapter 10). Despite those acute trusts that are 
actively attempting to remove the blockages, older people’s care as a whole still needs to be 
addressed. Looking solely at older people within hospitals is only a fraction of the care pathway. 
Therefore, the acute sector needs to work with the other sectors -  primary and community care 
sectors, to identify whether there are blockages within the community, which are creating those 
within the acute sector. Hence, the acute sector should not isolate itself from the other sectors. 
The user must be at the heart of service delivery (Chapters 3 and 4), and therefore the mapping 
exercise should follow the user through the system.
However, it is difficult for the acute sector to do so when the govemment has such a heavy 
spotlight upon it and all the performance targets in place are geared towards the acute sector. If 
the govemment adopted a whole systems approach, not only will they be able to see where the 
trouble spots are, but they will help partnership working by giving all the sectors equal and 
necessary focus as oppose to just focusing on one area. Currently, with the focus on the acute 
sector, there are implications that this sector most likely assumes that all the other sectors have to 
help in meeting their targets. Therefore, there are immediate relationships and partnerships 
formed of unequal status, which is not an attribute of collaboration (Chapter 4). This further 
supports Wistow’s (2000) theory of social services being ‘handmaidens to medicine’.
12.4 The role of social services is a contributory factor towards the lack of a clear 
perspective of health and social care services
The research shows that there are gaps in PCTs which prevent them from having a clear view of 
how health and social care services address the needs of older people (Chapter 10). Although the 
majority of PCTs have to some extent a clear view of how local health and social care services 
meet older people needs, there is still uncertainty. Organisations meeting the needs of older 
people must be clear about how health and social care services work together, and the 
complementary services they provide in order for the individual to fully benefit from the care 
received. However, the current climate of uncertainty suggests that there is a lack of 
understanding of the roles and responsibilities of the organisations and professionals, which must 
be addressed. So far, the govemment has not addressed this (Chapters 2 and 3), especially in the 
case of the role of a social worker until recently when they published a code of conduct for social 
care professionals (TOPSS, 2004).
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The research found that the main contributing factor in preventing a clear view of how health and 
social care services work together was an understanding of how well all the organisations 
involved in older people’s services worked together (Chapter 10). More specifically, there was a 
significant gap in knowledge of the services provided and commissioned by social services 
departments (Chapter 10). In comparison to the services provided by other organisations such as 
local authority housing departments and acute trusts, social services departments were noted as 
presenting the largest of the gaps amongst the organisations which prevented PCTs from having a 
clear view of how health and social care services meet the needs of older people.
The lack of understanding of the services provided by social services implies that there is also a 
lack of understanding of the role of social workers. As previously stated, this lack of 
understanding is an obstacle for collaboration and partnership working (Chapter 10). Even 
though there have been improvements in joint working issues as a result of tackling delayed 
discharge, such as better working relationships, increase in communication between agencies, 
increase in understanding between different agencies (Chapter 10), the real issues conceming 
collaboration and partnership working have yet to be addressed. This is supported by Freeth 
(2001) who felt that circumstances can encourage professionals to collaborate.
The research shows that joint working issues have improved, but it must be questioned whether 
these issues amount to collaboration and thus partnership working, or if it is just coordination 
between agencies and professionals. The research found the two main areas where improvements 
have occurred are in joint working, surrounding better working relationships and communication 
between agencies (Chapter 10). To overcome such issues, it was highly acknowledged by both 
the acute tmsts and PCTs that strong communication links are one of the ways of overcoming 
barriers between organisations and professionals (Chapter 10, section 10.10.2; Chapter 4). The 
second area was a better understanding between agencies. These areas demonstrate that the 
agencies are cooperating well together in addressing the area of delayed discharge and moving 
towards better partnership working.
However, as discovered in the research, other areas of joint working, such as joint teams, joint 
records, streamlining of assessment process and funding issues, have experienced the least 
improvement (Chapter 10). These areas come under the banner of collaboration, which is more 
intense than cooperation and coordination. The research has shown that improvements have not 
occurred as much in the real areas of collaboration and partnership working, whereby difficult 
issues such as those mentioned by Hudson et al (1997) (Chapter 4) have been addressed. This is 
where collaboration and partnership working has to occur and it is here where the govemment 
lacks focus. At the heart of these joint working areas is a collection of interprofessional and 
professional issues, such as status differentials, a lack of understanding of each other’s roles, and
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power issues that have not been addressed. Hence organisations are finding less improvement 
within these areas since changes to working practices will take a longer period of time to occur as 
Banks (2002) supports.
A reason for there being fewer improvements in these real areas of collaboration is because when 
a group of different professionals come together with a common aim, they eventually become 
accustomed to a group culture and therefore end up avoiding collaboration issues such as power 
and status in order to make life more comfortable (Chapter 4). Therefore, the research suggests 
that although it appears that collaboration and partnership working is improving, in reality it is not 
improving as much as the govemment might hope. Hence, there is still a large amount of work 
that needs to be pursued in collaboration for partnership working to be successful, especially 
conceming the interprofessional aspect of partnership working. This supports Hudson’s (2002b) 
and Banks’ (2002) work.
More specifically, one of the areas of collaboration, which this research is primarily concemed 
with, is that the understanding of the roles of organisations and professionals has not been 
addressed by the govemment in its pursuit of partnership working (Chapter 10). The research 
shows that there have been differences in the development of health and social care services and 
their roles (Chapters 2 and 3). Social services have suffered from continuous change (Chapters 2 
and 3) leaving those working within social services uncertain of their role. Conversely, health 
services have experienced clarity in their role since it has always been focussed upon and its role 
explicitly made clear through the NHS Act 1948 aim (Chapter 2). Despite the govemment having 
not explicitly stated what the role of social services and social care workers are, the research has 
shown that there is a common frontline definition that is being used of the role of social care, 
which is also similar to academics’ definition of social care (Chapters 2 and 8), which states that 
social care is:
...enabling a person to live as independently as possible without medical 
intervention...helpingpeople with daily living activities...
In addition to the historical contribution towards the uncertainty surrounding social services, the 
research has shown the role of social work has also suffered with the same amount of changes and 
lack of focus (Chapter 2). This further adds to the confusion of the role of social services and 
social workers. However, the govemment has recognised that the profession of social workers 
needs to be focussed upon and has therefore set up instruments to professionalise the social 
worker’s role, such as the GSCC, the professional body and TOPSS responsible for the training of 
social care professionals (Chapter 3). This is clearly a step in the right direction but still more 
work has to be done to appreciate the role of social services and social workers in the care o f older
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people and also the large involvement of these professionals in the services provided to meet older 
people’s needs.
The research has shown the PCTs who are the so-called bridge between local health and social 
care systems are having for the first time to view health and social care as being integrated and 
should have realised that health services are only a fraction of the service providers for meeting 
complex needs (Chapter 9). When preparations were being made for the development of social 
care provision in the early 1940s by Beveridge, health care was only part o f the process of social 
change and improving the health of an individual (Chapter 2). There were other dimensions 
present -  the five giants -  want, disease, ignorance, squalor and idleness. However, Midwinter 
(1994) provided a more up-to-date notion of social care provision amounting to sickness, poverty, 
ignorance and crime (Chapter 2). Both of these demonstrate that health services are only part of 
the equation and that other areas are needed so that an individual is healthy. Therefore, if all the 
governments’ post-Beveridge reports were to have kept this in mind, then other services would 
have had just as much focus as the health service. However, over time and due to the influence of 
the medical profession (Chapter 2), history has shown that governments have focussed mainly on 
health services and resolving their issues, and have not paid as much attention to the other areas 
such as social services. Currently, the govemment is beginning to realise that the health needs of 
an individual cannot be solely met by the NHS and that other organisations are needed (Chapters 
3 and 8). Therefore, a barrier to viewing health and social care working together is the lack of 
understanding of other organisations, since all the different organisations have been kept isolated 
due to the perspectives of the govemment and policy-makers (Chapter 7).
PCTs can assist in reducing these shortfalls through adopting the Audit Commission’s approach 
of whole systems working (Chapter 4). By adopting this approach, PCTs will be able to 
understand and have a clearer perspective of how all the organisations work together to meet the 
needs of older people. Additionally, they will gain a greater understanding of the social worker’s 
role which will enable PCTs to see how health and social care can work together to meet the 
needs of older people.
12.5 The role of a social worker
So far in the research, it has been made explicitly clear that the role of the social worker needs to 
be clarified in order for others to understand their role, which will ultimately benefit partnership 
working. Additionally, the research has shown that the social worker’s list of responsibilities is 
consistently added to in addition to the duties and responsibilities which they already undertake, 
making their role extremely varied and complex (Chapter 11).
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12.5.1 Variations in the types of social worker within older people’s services
The research has highlighted that there are a variety of job titles given to social workers within 
older people’s services (Chapter 11). The implications of this variation are the increased risk of 
confusion within partnership working and collaboration, and in the understanding of the social 
worker’s role within older people’s services.
The potential confusion amongst other professionals and organisations, users and carers, arises 
from them not knowing who exactly to approach for a particular service or task. Not knowing 
which type of social worker to approach will cause delays in meeting the needs of users and 
carers. For instance, the research shows that the delays experienced, which in turn cause delayed 
discharges within hospitals such as delays in assessments and delays in arranging care packages 
(Chapter 9), may be the result of professionals and organisations not being entirely sure as to 
whom to approach for such a service -  the assessment officer or the specialist social worker 
(Chapter 11, figure 11.0). Such confusion will also occur for the users and carers as to whom they 
are to approach within social services; which is also supported by Huntington (1981: 110):
My own patient survey and client perception literature attest to confused public perceptions 
o f social work and social workers (Mayer and Timms, 1970; Sainsbury, 1975; Rees, 1978; 
McCaughey and Shaver, 1977).
This confusion surrounding job titles and who exactly performs the role of a social worker will be 
experienced by the user and carer. Therefore, for the user and carer to be at the centre of care, it 
must also be taken into account that the roles of such professionals must be explicitly known to 
them in order for social services to be user friendly. For example, the majority of users are aware 
that a nurse performs certain tasks and that a community nurse or district nurse or ward nurse 
have different responsibilities to each other, but all of these roles are more defined than that of a 
social worker. However, this same example is not applicable to social workers and the social care 
related professionals (Chapter 11, figure 11.0), since the research shows that all the job titles for 
social workers contain the same tasks. This situation has arisen due to the historical background 
of social services and social workers and the lack of focus that both have received in their roles 
and the complexity that they have suffered over time (Chapter 2). Despite, the attempts o f the 
Seebohm Report in the 1960s and the Barclay Committee’s Report in the 1980s, there are still 
grave issues surrounding social work, but there have been attempts to resolve these issues, such as 
the policy documents. Modernising Social Services (1998) and the Care Standards Act 2000 
(Chapter 3). Only recently have the govemment attempted to define the role of a social worker 
and explicitly state their responsibilities (TOPSS, 2004) in their Code of Conduct for social 
workers. However, the research has shown that the govemment still has to define and clarify the 
role of social services and the social worker in their policy documents (Chapter 7).
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The govemment has made it a point that previous govemments have not explicitly made it clear 
as to what staff are supposed to do and what people can expect from the staff in social services 
(Chapters 3 and 5). In response to this, the research has shown that since the majority of tasks 
being performed are being done by social workers, instead of the different terminology and job 
titles given to the social worker professional who carries out the role of a social worker and who 
works for social services directly, they should be named a social worker and then if necessary add 
their specialisation such as hospital social worker or older people’s social worker. Making this 
known at a national level, will help to create a core role of the social worker and add to the 
professionalisation of the role that is currently taking place. This will alleviate the difficulties of 
professionals, organisations, users and carers, in not knowing who to approach when in need of 
help from social services.
Another point to consider, which is linked to the above discussion, is that if professionals, 
organisations, users and carers are unsure of who to approach i.e. a social worker or another 
named professional, then accountability is also uncertain. If there is an issue or something has 
gone wrong, then professionals or users and carers need to be aware that they need to approach 
the social worker. Therefore, finding who is accountable and who has to rectify a problem could 
be problematic and time consuming, especially in dealing with such issues conceming the 
controversial topic of delayed discharge. For instance, although the local authorities on the whole 
are accountable for delayed discharge (Department of Health, 2003b), the professionals within 
social services who continue to carry this responsibility from top organisational level through to 
the frontline of services are assumed to be the social workers, but as it stands the research 
demonstrates that it could be a variety of professionals (Chapter 11).
In such a situation as delayed discharge, the research has identified partnership working and 
collaboration to be superficial between health and social care services (Chapter 10). Therefore, 
partnerships are fragile and are still premature in the frontline services (Banks, 2002). With the 
recent Community Care Bill (now Act), there is an assumption that there will be friction between 
health and social care services and that the Bill could potentially damage existing partnership 
working arrangements (NAO, 2003). However, resolving some of the existing issues such as who 
to approach within social services is an unnecessary issue that can be dealt with immediately so 
that partnership working can improve between the services. Therefore, the govemment need to 
focus upon the current variations in social work occurring across the nation and therefore 
affecting the understanding of social work and care by professionals and service users. Despite, 
the govemment’s recent attempt to explicitly provide national occupational standards for social 
workers and social work practitioners (TOPSS, 2004), it has not addressed the variations of social 
work.
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This leads to the second main aspect of concern which has arisen in the research and relates to the 
fact that partnership working and collaboration cannot be fully successful unless professionals 
understand each other’s roles (Chapter 8), Understanding the social worker’s role is made more 
difficult with the variations of social worker, all with similar duties and responsibilities. 
Therefore, by rectifying this it will assist the understanding of the role and aid the development of 
partnership working.
12.5.2 Professionalisation of the social worker’s role
The research shows that the role of the social worker is moving towards professionalisation, 
especially with the new degree that TOPSS have introduced to replace the diploma of social work 
since 2003 (Chapter 11; GSCC, 2002). Huntington (1981) is in support of this and feels that the 
move from occupational training from the workplace and into university is a hallmark of 
professionalisation. The move towards professionalisation and the increase in focus upon the 
training has begun to define the role of social work more clearly for other professionals and 
organisations, especially social workers within older people’s services who have experienced less 
professionalisation due to the influence of past legislation (Chapter 2). Having formal education 
for social workers will increase the awareness of other professionals and organisations of the 
social worker’s boundaries, as well as that of the social worker themselves who must explain their 
role to others. Huntington (1981) pointed out that doctors often question the relevance of a degree 
to the practice of social work until they have worked closely with a social worker. Additionally, 
Wilson (1976) whilst listing the many skills of the social worker that he perceived in the Sydney 
project also conveyed the amazement of general practitioners when they took a closer look at 
social work. Even in recent times, the lack of understanding of the roles’ of other professionals’ 
have been identified (Thompson, 2000). This was further highlighted in research between general 
practitioners and social workers in primary care groups, where there was a lack of understanding 
of what social workers actually did amongst general practitioners (lyavoo, 2000). Therefore, the 
professionalisation of social workers will enable better understanding of their role and also benefit 
partnership working between social workers and other professionals.
Another concern that arose during the research relates to the issue of the variety of qualifications 
currently being undertaken by the social worker (Chapter 11). This variety breeds a ground for 
confusion, which professionals and organisations working with social workers will experience 
because of the different methods of training.. Despite this, all social workers share the same 
remit. This is very different from the medical profession, whereby initially those training to be 
doctors embark on a medical degree at universities, which consists of a core curriculum. Once 
they have graduated as doctors, they then specialise in their chosen field. However, this is not 
applicable to social work. Currently social work does not have a nationwide standard 
qualification that all workers are supposed to gain before practising. Therefore, if this standard
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qualification was to be introduced, this would eliminate any confusion regarding their role, hence 
assisting other professionals and organisations to understand their role thus helping partnership 
working. The GSCC have adopted this approach by bringing in the new social work degree, 
which replaces the Diploma in Social Work, thus standardising the education and training (GSCC, 
2002). However, the GSCC appears not to acknowledge that there are other social work 
qualifications that are being accepted by social services (Chapter 11).
During the timeframe of this research, the government has recognised the need to revamp social 
services and social work (Chapter 3) and has brought in a number of changes that are currently 
taking place. All of these changes that are being brought in are increasing the move towards 
professionalisation, such as the GSCC as well as the set up of a register for social workers 
(Chapter 3). Until this recent change, the lack of professionalisation of the social work profession 
set itself apart from the medical professions, such as doctors and nurses, who have long since had 
a professional body and register. This issue has definitely had an impact upon partnership 
working and collaboration but more specifically, interprofessional working and professional status 
(Chapter 4).
The extent of professions sharing a similar status has implications for whether and how they may 
work together (Hudson, 2002b). The concept of a hierarchy of professions differentiated by full 
and semi-professional status has particular relevance to health and social care professions, which 
have contrasting histories and contemporary circumstances, such as length of training, legal 
registration and the right to practice (Carrier and Kendall, 1995). The implication for 
interprofessionality is that joint working may be more difficult where there are perceived status 
differentials between team members (Hudson, 2002b). Hudson (2002b) found that feelings of 
professional status were most prominent when different professionals were being encouraged or 
expected to work formally in teams. Therefore, the changes that are being made by the 
government will bring social workers on a more equal status with other professionals, hence 
facilitating successful partnership working and collaboration.
12.5.3 Regional variations in the role of social workers
The research found that there are regional variations in all the duties and responsibilities that a 
social worker performs (Chapter 11). It is acknowledged that there has to be some regional 
variation, since demographically all regions will differ. Therefore, where there is quite a high 
population of older people, it is expected that the role of a social worker will adapt to the needs of 
such a population in comparison to a region that has fewer inhabitants. Additionally, flexibility is 
needed regionally because of the structure of the local health system. PCTs are the organisations 
that have been put in place to play the ‘bridging role’ between health and social care locally
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(Chapter 3), and so the role of a social worker will encompass some of the duties and 
responsibilities that are needed to meet the aims of integrating health and social care locally.
However, such regional adaptations to the role of a social worker should only occur in addition to 
a core role that is implemented across the regions. The research shows that currently there is not a 
core role of a social worker present across the country (Chapter 11); however all of the regions do 
share some of the same responsibilities. Recently, the government have attempted to produce a 
core role of a social worker with the development of a code of practice for social workers, which 
is applicable across England (TOPSS, 2004).
Having a core role of a social worker in place will assist in partnership working and collaboration. 
Any health professional or organisation will have a basic understanding of a social worker’s role, 
whether they are in contact with a social worker in Southern England or Northern England, the 
core role will be the same. Additionally, users and carers will also gain an understanding of the 
role, which has in the past caused them confusion (Huntington, 1981).
The research demonstrated that as it stands there is currently much regional variation in the role of 
a social worker, which is bound to cause confusion for those in contact with them; especially 
when dealing with individuals whose care is transferred between regions.
12.5.4 The Impact of the NHS and Community Care Act 1990
The research has pointed out that following the Griffiths Report and the 1989 White Paper: Caring 
for People led to the enactment of the NHS and Community Care Act 1990, which made local 
authority social services departments’, managers of complex client groups such as older people 
and those with learning disabilities (Chapter 2). A ‘care manager’ would be nominated within the 
social services department staff to oversee the assessment and reassessment function and manage 
the resulting action (Payne, 1997). This implies that social services departments and care 
managers were the gatekeepers to community care services. The research shows that currently 
local authority social services departments are continuing to carry out the role of managing 
community services and being the gatekeeper to such services contrary to Webb and Wistow’s 
(1987) thoughts on this not being the case.
The research further demonstrates the role of a care manager still currently exists in social 
services and shares the same aspects as the social worker (Chapter 11). It also shows that the 
NHS and Community Care Act 1990 and its background reports are still relevant to the current 
role of social workers. Having the care manager in social services and performing similar duties 
to the social worker adds further confusion to the variation in the job titles relating to the social 
work.
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In addition to the care management arrangements and similar to the NHS, the research shows that 
the principles of the market were introduced to social services (Chapter 2), the purchaser -  
provider split. However, the government was less explicit about the separation of purchasing and 
providing in comparison to the NHS (Chapter 2). The recent government has chosen to remove 
the principles of the market and introduce the opposite to such workings -  partnership working 
and collaboration and has restructured the NHS from central government to the frontlines to 
demonstrate such working (Chapter 3). In contrast to this, the research shows that the local 
authority social services departments who also experienced the principles of the market have not 
had this addressed by the recent government and therefore the way of working, partnership 
working, has had to be adopted on top of the market principles, which instigated traits such as 
competition within its staff (Chapters 7 and 11). Some of the aspects of the role of a social 
worker still include the elements of the purchasing and provider split from the key skills to the 
core responsibilities that a social worker has (Chapter 11). This does not complement partnership 
working in anyway but instead creates obstacles for partnership working to take place.
This draws attention to the role of social services as an organisation since this implies that there is 
confusion because there are still the changes from the NHS and Community Care Act in social 
services departments, and in addition to this the current changes that the government are 
implementing from the Modernising Social Services policy document and the Care Standards Act 
2000 (Chapter 3). Within this, social services staff -  social workers -  need to articulate the role 
of the organisation and themselves to other professionals and organisations in order for 
partnership working and collaboration to be effective. Therefore, to help gain clarity over the role 
of the organisations and professionals, the government must focus upon the role of social services 
itself and whether elements of the NHS and Community Care Act still need to remain within the 
system, such as the purchaser and provider split.
Another aspect of the NHS and Community Care Act that has had an influence upon the role of a 
social worker is the ‘care management arrangements’. Figure 12.0 shows how the seven aspects 
of care management (Payne, 1997) are reflected in all the regions requiring these arrangements in 
the role of a social worker as their core responsibilities (Chapter 11). Additionally, the research 
shows that all the other aspects of the role of a social worker such as the key skills and 
knowledgebase also reflect the care management arrangements (Chapter 11). Therefore, the role 
of a social worker in the 1990s is still dominating the current role of a social worker. The recent 
code of practice document detailing the key role of a social worker also includes aspects of care 
management (TOPSS, 2004).
The code of practice for social workers has brought to light other adjustments that have been 
included in the role due to the government’s thinking of partnership working. This demonstrates
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that the role of a social worker is subject to change where government’s aims for the services 
become different. Therefore, potentially the role could undergo continuous change as political 
views change, which will have consequences for partnership working and collaboration. If such 
changes continue, it will always be difficult for social workers to explain their role to other 
professionals and organisations and likewise for them to gain an understanding as to what the 
roles of social workers are.
Figure 12.0: The Impact o f the Care Management arrangements upon the current role o f  a social 
worker
Determining level o f  assessment Assessing need Care planning
Implementing care plan
Assessment (service provision)
CARE M ANAGEM ENT ARRANGEMENTS
(Payne, 1997)
Publishing
information
Monitor
plan
ROLE OF A SOCIAL W ORKER
(Chapter 11)
Assessments
Monitor & develop local services
Care planning
Implement care plan Monitor & review care plan
Currently, the care management arrangements have developed the role of a social worker into a 
very administrative role. Hudson (2002b) found that their social workers felt that ‘real’ social 
work had been brushed aside by the introduction of care management, a role which was seen as 
either too vague or an outmoded model (Hudson 2002b: 11):
...you asked me at the beginning my role, and I  couldn ’t myself be really sure...
This concern highlighted in Hudson’s (2002b) research and this research (Chapter 11), which 
shows the extent of care management arrangements within the role, has led to the role becoming 
very administrative, which supports the quotation above as well as findings from Huntington 
(1981), whose research also found that many doctors thought that social work was clerical only. 
Webb and Wistow (1987) provided a range of tasks undertaken by those in social work from 
personal care to social therapy (the limiting and repairing of damage to social relationships, self 
image, personal adjustment etc.). However, the range of tasks that the authors mentioned is only
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a small fraction of the current role of a social worker found in this research, which also supports 
the notion that the role of a social worker is very administrative. The code of practice of social 
workers introduced in 2004 also demonstrates the extent of administration that the social workers 
role involves (TOPSS, 2004).
The research shows the administrative and the professional aspects of the role of social workers 
have been a cause of tension in the past because of the notion of the eligibility criteria when 
determining access to services. This tension is fiirther visible in the research and there is a 
struggle between the professional and administrative aspect within the current role of a social 
worker (Chapters 2 and 11). In the current climate of health and social care working together in 
order to meet the needs of older people, the research continuously shows that the role of social 
workers and social services is becoming more administrative. For instance, in meeting the 
government’s aims of reducing delayed discharge there is a vast amount of administration that 
social services and social workers have to deal with in order for these targets to be met.
Therefore, it must be determined whether the role of a social worker is an administrative and 
clerical role or whether there is a therapeutic and counselling aspect to the role. The research 
found that only two regions required therapeutic skills and five regions required counselling skills 
(Chapter 11), which further demonstrates that this particular aspect only accounts for a fi*action of 
the role of a social worker. The other key skills that social workers possess would assist in 
partnership working between organisations and teams, communicating with users and carers and 
the administration of care. Hudson (2002b) found that social workers were threatened by nurses 
who felt that they could perform the role of a social worker, which left social workers protective 
about their professional identity. Social workers having an administrative role and feeling 
threatened at the thought of another profession taking over their role, will hamper 
interprofessional working and partnership working. Inadvertently social workers will not want 
other professionals to understand their role nor explain their role due to the fear of other 
professionals thinking their role to be ‘easy’ or that they could perform the role themselves.
12.5.5 Collaboration and Partnership working
Throughout the research it has been shown that social workers need to collaborate and work in 
partnership with other organisations and professionals in order to meet the needs of an individual, 
especially users with complex needs such as older people. Therefore, it is recognised in this 
research that collaboration and partnership working is a vital aspect to the social worker’s role.
In the research, it is highlighted that to have an understanding of collaboration and partnership 
working, theory is needed (Chapter 4). This research has chosen to use Whittington’s (2003b) 
model of collaboration (Chapter 4). There are five key participants in collaboration and five 
collaborative processes, which will lead to successful collaboration and thus partnership working
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(Chapter 4). However, one of the collaborative processes will not be discussed since this research 
has only looked at the organisational and professional aspects and so it is not possible to discuss 
interpersonal collaboration because the personal characteristics of an individual were not 
identified.
The research shows the role of a social worker encompasses elements that will assist in the 
collaborative processes, therefore demonstrating that social workers are willing, active 
participants in partnership working (Chapter 11). This is supported by Whittington and Bell
(2001) and Whittington (2003b) who believe that social workers have the necessary skills to 
effectively work in partnership (Chapter 4).
12.5.5.1 Collaborating with users and carers
The government has emphasised the need for users and carers to be at the heart of health care 
delivery (Chapters 3 and 4). The research has discovered that the policies in place addressing an 
individual are apparent but social care policies are fragmented due to the client group system that 
is practised in social care provision (Chapter 7). High level health and social care professionals 
put the users at the centre of care that they provide. In addition to this, the research also shows 
that the current role of a social worker places the user at the centre of care, therefore 
demonstrating that at the frontline the users and carers are at the heart of deliveiy (Chapter 11). 
However, the extent to which this is included within all the aspects of the role is questionable, 
especially when social workers carry out their core responsibilities.
As mentioned previously in the discussion, there are regional variations and this is applicable to 
social workers involving users and carers in the care process. The research shows that in certain 
parts of the social workers’ role, users and carers are explicitly in the forefront of the social 
workers’ minds. For instance, all the regions require social workers to be knowledgeable and 
have experience of working with certain client groups (Chapter 11), which implies that social 
workers should be well informed of the needs of a particular client group. This is vital when 
addressing the needs of older people, since social workers are heavily involved in almost all 
aspects of care (Chapters 9 and 10). However, regional variation is apparent within other aspects 
of the role of a social worker, which implies that at national level, social workers are not placing 
the user and carer at the centre of care.
Placing the user and carer at the centre of care provides a common vision for all those caring for 
users; therefore promoting the need to work in partnership with other professionals and 
organisations. Once this interdependency is recognised than whole system working begins to take 
place. For partnership working to work, the research shows that there must be an awareness 
amongst professionals and organisations that a single organisation or professional cannot solely 
provide for all the needs of a person (Chapter 8).
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Additionally, the research highlights that professionals must have the right skills and attitudes in 
order for partnership working to be successful (Chapter 8). One of the key skills that a social 
worker is required to possess by the majority of regions is the ability to form relationships with 
users and carers (Chapter 11). This is vital since only through these relationships will social 
workers be able to ascertain what users and carers’ needs are and how they can meet these needs. 
Therefore, social workers who match their knowledge and experience with this skill to place the 
user and carer at the centre will be able to deliver the necessary care. In addition to forming 
relationships, it has been recognised by all regions that effective interpersonal skills are vital, 
since communication will help social workers to understand the needs of users and carers.
However, the research shows that despite the social worker’s role demonstrating that users and 
carers are being thought of, the core responsibilities where the duties and tasks are performed, do 
not show that users and carers are being placed at the heart of the system (Chapter 11), and that 
they are being collaborated with in accordance with Whittington’s (2003b) and Beresford’s
(2002) thoughts on collaborating with users and carers (Chapter 4). Out of the main tasks that 
social workers perform -  assessments, care planning, monitoring and reviewing care plans and 
monitoring and developing local services -  it is noticeable where the involvement of users and 
carers is required (Chapter 11). However, only in the assessment process do all the regions 
require their social workers to involve users and carers, whilst during the care planning stages 
only a majority of the regions require a social worker to provide continued support to users and 
carers (Chapter 11). Whether this is support or collaboration with users is not clear. Even so, 
users and carers should be involved in the care planning and review stages, since they are the only 
ones who will be able to tell them whether the services are meeting their needs effectively. The 
only other aspect where a social worker has collaborated with users and carers is on the quality of 
services being provided. Even so, only five regions out of the nine had this feature. The research 
does demonstrate that there is still scope for more improvements to be made in collaborating with 
users and carers on a national level, especially in the monitoring and development of services, 
since users and carers are the only ones who can tell social workers what they need and want from 
the services (Chapter 4).
12.5.5.2 Inter-professional collaboration
The research indicates that there are components that positively contribute towards effective 
interprofessional collaboration (Chapter 11). One of the most fundamental elements to 
collaboration is the understanding of each other’s professional role (Chapter 4). This is made 
explicitly clear in Whittington’s (2003b) model of collaboration and how effective 
interprofessional collaboration can be achieved (Chapter 4). To reiterate, effective 
interprofessional collaboration requires practitioners to learn, negotiate and apply the following:
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❖ what is common to the professions involved 
♦♦♦ the distinctive contribution of each profession
❖ what may be complementary between them
❖ what may be in tension or conflict between them
❖ how to work together
The research demonstrates that in the knowledge base of the social worker, there is a requirement 
for them to have an understanding of their own role and those of other professionals. However, 
this is not at a national level. Understanding other professionals’ roles is vital in partnership 
working and collaboration. In understanding the role of other professionals, social workers would 
have learnt what is common between the professions involved and the contribution that each 
profession makes. In turn, this will allow social workers to see what is complementary or in 
conflict with their role and the role of others and how to best work together. Even though the 
research shows that the majority of regions are requiring social workers to understand other 
professionals’ roles, there is a danger that collaboration has occurred superficially because there 
has been little attention paid to interprofessional working (Chapter 10), which has also been 
supported by Hudson (2002b) and Banks (2002) (Chapter 4). Despite this, the research highlights 
that the components within the knowledge base is vital in assisting interprofessional collaboration 
(Chapter 11).
Another aspect that the research highlights concerning the social worker’s role is that all the 
regions, apart from one, requires a social worker to have experience in partnership working 
(Chapter 11). The extent of the experience that a social worker would have is variable and also 
whether it was a meaningful partnership working arrangement is not known. Having such 
experience will expose the social worker to the benefits and pitfalls of partnership working and 
collaboration. The experience that a social worker would have gained could either impact upon 
partnership working positively or negatively depending upon the experience they have gained. 
Additionally, the social worker will also be more informed as to the role of other professionals, 
which will aid the forward development of partnership.
Even though the majority of regions required social workers to understand their role, the regional 
variation in this role implies that if the role is practised in a certain way in one region it does not 
necessarily mean that it will be exactly the same in another, since there is not a current core role 
of a social worker (Chapter 11). However, this may change with the government’s focus upon the 
social work workforce and the code of practice for social workers, which provides a detailed 
generic role of a social worker (TOPSS, 2004). Therefore, regional variation will have an impact 
upon partnership working due to the inconsistencies in practice.
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The research shows that the involvement of other professionals in the social workers’ 
responsibilities, only feature in the assessment and care planning aspects; and, even so, this is not 
happening at a national level (Chapter 11). This implies that social workers only involve other 
professionals during these responsibilities. However, there is more of an intense involvement 
with other professionals in the care of older people (Chapters 9 and 10). Therefore, this 
demonstrates that there is a disparity between what the results are showing in the role of a social 
worker in older people’s services and what is actually happening in the frontlines of delivery. 
Hence, the role of social workers is currently not fully representing what is actually occurring in 
practice. This disparity will cause confusion for the social worker who is supposed to explain 
their role to others and for other professionals to grasp the understanding of the social worker’s 
role and the areas within which social workers operate.
More specifically, this will have an effect upon interprofessional collaboration since it will make 
it difficult to know, especially for other professionals, what is the distinctive contribution of social 
workers as well as negotiating and working through any potential conflicts and common ground. 
The research shows that the current role of social workers in the regions do not reflect the current 
picture of social services involvement. Therefore if the role is not recognised within social 
services departments, how can other professionals be expected to recognise the extent of the role 
of social workers. This feeds into Pearson’s (1998) work on discharge, where it was found that 
one of the three main aspects affecting successful discharge was that professionals fail to act due 
to inaccurate assumptions about colleagues’ roles (Chapter 4).
The research highlights all the regions, explicitly mentioning aspects of joint working within the 
role of a social worker (Chapter 11), but only four regions mention integrated services. Within 
this, only one region required social workers to represent the social work perspective, which is 
one of the skills that Whittington (2003a) believes enables social workers to show that they are 
effective in working together (Chapter 4). However, contrary to Whittington’s (2003a) thoughts 
of all social workers exhibiting this skill, only a fraction of social workers within one region 
within older people’s services actually do represent the social work perspective (Chapter 11). 
Social workers should be representing the social work perspective, not just within integrated 
services but in any partnership working or collaboration that social workers partake in when 
meeting the needs of complex client groups.
From a development and training perspective, the research found that there are no signs o f any 
partnership working training or any training regarding understanding the roles of other 
professionals, nor any interprofessional training and education (Chapters 8 and 11) or 
interprofessional collaboration. The research emphasised this lack of training in partnership 
working and how there should be more focus upon this area (Chapter 8). Interprofessional
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training and education is the first step in understanding the role of professionals and also 
removing historical obstacles, which will help interprofessional collaboration (Chapter 4). 
Research that has looked at interprofessional collaboration suggests that little has been done 
before or after qualification to promote interprofessional collaboration (Pearson, 1998). This is 
definitely apparent in the role of social workers found in the research (Chapter 11). The research 
shows that the only type of development and training that the social worker is required to have 
within some of the regions is training within health and social care settings (Chapter 11). This 
will help each of the professions to gain an understanding of each other’s roles and especially that 
of the social worker. As Huntington’s (1981) research showed, doctors only became fully aware 
of the extent of the role of a social worker once they had worked with them closely.
12.5.5.3 Inter-disciplinary team
Examining the role of a social worker is vital when it comes to teamwork because, as Whittington 
(2003b) contends, an individual can make or break the ability of a team to work effectively 
(Chapter 4). The research found that in all aspects of a social worker’s role, attributes affecting 
teamwork are apparent. However, it is not made entirely clear as to where teamwork occurs from 
examining the core responsibilities of social workers. Teamwork for a social worker can occur in 
three capacities, during the assessment process, care planning and development of local services 
(Chapter 11). Even so, it is not at a national level, though the majority of regions partake in 
potential teamwork during the assessment and care planning phase. In developing local services 
only two regions required social workers to be in potential teamwork. The research demonstrates 
that the aspects of the role of a social worker portray minimal teamwork involvement (Chapter 
11), but there is in fact a large amount of teamwork that social workers are involved in at almost 
every stage of an older person’s care pathway (Chapters 9 and 10).
Within the core responsibilities, it should be made explicitly clear how much teamwork is 
involved in the responsibilities of a social worker, at a local and national level, which the research 
has found not to be the case. Therefore, not only will social workers in all regions be aware of 
teamwork involvement, but also other professionals and organisations will also be aware, since 
they will know when social workers are expected to be working in teams. This will add further 
clarification to the role of social workers.
Apart from this aspect of a social worker’s role being unclear and showing disparities between 
what is being delivered at the frontline of services and what is thought to be occurring by top 
management within social services, the research shows the other aspects of the role of a social 
worker demonstrate that they possess the skills for teamworking. However, there is regional 
variation and the other aspects of the social worker’s role, such as the knowledge base and key 
skill requirements, point to the third of the main philosophies that Miller et al (2001) (Chapter 4)
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identified in their study. The social worker’s role suggests it facilitates an integrative philosophy 
(Chapter 4), which will instigate a beneficial teamworking approach, which is supported by Miller 
et al (2001). Additionally, the research highlights that the need for teamwork is explicit because 
all regions make it clear in the social worker’s role that their is the need for team working with 
other professionals and organisations through the key skills required and joint working aspects of 
the role. Therefore, it is advisable to recognise the importance of working with other 
professionals within a team in order for the needs of the users to be met.
The research shows some of the aspects of a social worker’s role and demonstrates that there are 
elements that will help in the success of teamwork, but simultaneously there are aspects that if 
developed will help to further the success of teamwork. Firstly, the knowledge base of social 
workers, such as the requirements for a social worker to be aware of the organisation and structure 
of the NHS and social services, the changes occurring within these organisations up-to-date issues 
within both and legislation relating to both, demonstrate that social workers have an 
understanding of their health colleagues and the constraints that the NHS may subject them to 
when working in teams. Additionally, social workers will also be aware of the overlaps between 
the role of health colleagues and themselves, which will also benefit them when working in teams. 
However, this knowledge base for social workers is not at a national level and therefore 
improvements in teamwork still need to be addressed in certain regions. It is also interesting to 
note that the social worker’s role encompasses this type of knowledge base that will assist in 
teamwork, but whether their health colleagues possess this same knowledge base about social 
workers is questionable. This is supported within the research, where it was shown from the 
health perspective that there were assumptions being made regarding the organisation and 
structure of social services (Chapter 8).
Secondly, the research highlighted an aspect of the social worker’s role, which should be 
developed to help teamwork on a national level and is within training and development. There is 
a lack of training for teamwork and joint working (Chapters 8 and 11). If such training was to be 
implemented and form part of the social worker’s role at a national level, it will help social 
workers to understand other professionals’ cultures and their beliefs and leam to cope with issues 
such as power and authority, which can affect teamwork. Such training and development 
provides professionals with the opportunity to come together to solely address teamwork issues 
without interference from their day to day work.
12.5.5.4 Inter-organisational collaboration
It is vital for social workers to have the knowledge and skills needed to work effectively with 
other agencies (Chapter 4). The research shows social workers have to work with a variety of 
agencies, not only the NHS but also the private and voluntary sectors (Chapters 7, 9 and 10).
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Throughout chapters 2 and 3, the literature has shown that joint working has been accompanied 
mainly by organisational changes to help agencies work together more effectively. Additionally, 
Chapter 4 demonstrates that interorganisational arrangements have been the main focus in 
partnership working as opposed to interprofessional issues, especially with the partnership 
arrangements. However, the role of a social worker accounts for both interorganisational and 
interprofessional traits.
Of the factors that will assist interorganisational collaboration, the research found that the role of 
a social worker only addresses one of the main attributes for interorganisational working -  an 
understanding of roles and responsibilities of different professionals and agencies (Chapter 11). 
The aspects of the role at a national level show that there is an acceptance that partnership 
working and working with other professionals and agencies are needed to address the needs of the 
user (Chapter 11). Additionally, researching the role of a social worker will help other 
professionals to understand the current role of a social worker, which will aid interorganisational 
working (Chapter 4). However, other perceived key success factors and principles, such as access 
to and sharing funding and resources or having a clear vision and agreed values, cannot be 
extrapolated from the role of a social worker. In the research it is suggested that in the current 
role of a social worker they have to work with agencies, not only in a manner which addresses 
their core responsibilities, but which also addresses the needs of users. This trait is also assumed 
in the capacity of interorganisational arrangements, though it is not explicitly stated in the role.
The current aspects of a social worker support research by Whittington and Bell (2001) 
concerning the skills of a social worker which help them to work effectively with other agencies 
(Chapter 4). This is demonstrated by the knowledge base that social workers are required to have, 
such as knowing the organisation and structure of the NHS and social services and changes within 
the organisations (Chapter 11). By social workers being aware of the background of other 
agencies, it helps them to be aware of any issues that could be in conflict with social services.
12.6 Conclusion
Within this Chapter, the findings of the research have been discussed in relation to the literature in 
Chapters 2, 3 and 4. This section provides the conclusions drawn from the findings on the current 
role of a social worker in older people’s services and partnership working.
Following this, the next section will offer recommendations for further understanding of the role 
of a social worker in order to help collaboration and thus impact partnership working.
The results of this research have shown that the role of a social worker is complex and needs to be 
understood by other organisations and professionals in order for partnership working to be 
successful between health and social care. The research has further demonstrated that there are 
still improvements that have to be made in partnership working, especially concerning the
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professionals’ understanding of one another’s roles. Drawing from the findings of the research, 
the following themes have emerged:
■ Social care is vital in the health of an individual. Despite policy documents advocating this, 
the research has shown that this is not reflected in practice. Health and social policies 
addressing the needs of an individual are still medically orientated, and therefore it is not clear 
how important social care is in the health of an individual. Also, the large involvement of 
social services and social workers in the care of older people demonstrates how much social 
care is needed in the health of an individual. See figure 12.0, which presents a schematic 
diagram of all the areas in which a social worker is involved in the care of an older person.
Figure 12.1: Social workers input within older people services
Hospital Admission 
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Surrounding the client group, older people, there is a lack of social policies addressing their 
needs. The current social policies in place do not demonstrate the extent of the involvement 
of social services and social workers in the care of older people. This needs to be rectified in 
order for other organisations and professionals to be more aware and gain an understanding of 
their role, which will also assist the development of partnership working.
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■ Despite the government attempting to define the role of social services, it has only given a 
vague explanation of the role. The government has not acknowledged the large involvement 
of social services and social workers in the care of older people, which the research identified. 
This vagueness is an obstacle for social services and social workers being able to articulate 
their role to other organisations and professionals, which will help them to understand their 
function and therefore aid partnership working.
■ The role of a social worker is continuously subjected to change. The research found that the 
scope of the role is being increasingly built upon. It was found that the changes occurring 
were due to the other sectors experiencing problems and therefore social services and social 
workers have had to bear the pressure of these problems -  the acute sector and the 
independent sector. This constant change to the role only adds further confusion and hampers 
understanding of the role amongst other agencies and professionals, as well as social workers 
themselves.
■ The research has shown that social workers are the gatekeepers to social care and that they are 
at the forefront in the bridge between acute care and community care. They are involved in 
all areas of care that help an older person move from hospital to home or allow them to stay at 
home (see figure 12.0). From this aspect, social workers must be involved in partnership 
working with other sectors in order for an individual to make the transition between different 
sectors.
■ There is a distinct lack of clarity of how health and social care services work together. The 
main cause has been the lack of knowledge of the services provided and commissioned by 
social services. This has implied there is a lack of understanding in the roles and 
responsibilities of the organisation and its professionals, which has to be addressed. 
However, the government has yet to do so, especially in the case of the role of a social 
worker, until recently, with the introduction of the code of conduct for social care 
professionals.
■ The research has found that there have been improvements in joint working, such as the 
increase in communication and better understanding between the organisations, but the real 
issues concerning collaboration and partnership working have not yet been addressed; one of 
them being the understanding of each other’s roles. The government has not yet focused upon 
these issues but has instead concentrated more upon the interorganisational aspects of 
collaboration and partnership working.
■ The social work profession consists of a variety of job titles, despite each having the same 
facets to their job. This will cause confusion and contribute towards the lack o f understanding
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of the social worker’s role. Currently, the role is moving towards professionalisation which 
has begun to help define the role of a social worker more clearly. Therefore, helping others to 
further their understanding of the role of a social worker.
■ There have been regional variations in the current role of a social worker. Although some 
regional variation is needed in order to meet the needs of the demographic population, the 
extent of the variations has implications for understanding the role and can lead to confusion 
for organisations, professionals, users and carers.
■ The current role of a social worker has become very administrative due to past policy changes 
which have had impact upon the role. The care management arrangements have heavily 
contributed towards this and have led to the research questioning whether the role of a social 
worker is an administrative and clerical role, or if it is more of a counselling, therapeutic role. 
However, the research points to the direction of the role being more administrative and 
clerical since it is fundamentally about getting the services to the users.
■ It is recognised in this research that collaboration and partnership working is a vital aspect of 
the social worker’s role. The research has shown that the five aspects of collaboration 
(collaborating with users and carers, interprofessional collaboration, interdisciplinary 
collaboration, interdisciplinary team and interorganisational collaboration) have been 
integrated within the current regional roles of a social worker. However, this is in varying 
degrees and dependent upon the regions. Therefore, the social worker’s role can still be 
improved through further integration and collaboration in order to help them work in 
partnership with organisations and professionals.
12.6.1 Recommendations
The research has highlighted a number of aspects affecting the role of a social worker and also
how the need to understand this role affects partnership working between health and social care.
A number of recommendations have been made for the government to consider in efforts to
improve partnership working between health and social care, which will ultimately benefit the
user.
■ The government must recognise that the health and social policies in place are of paramount 
importance, since these policies bring awareness to organisations, professional, users and 
carers. These policies should be developed so that they address both the health and social 
care needs of an individual in a complementary manner in order to allow partnership working 
to occur. Also it will allow users and carers to see where health and social care fit in with 
each other when meeting the users’ needs. To do this, the government needs to revisit its 
definition of health and ensure that it is recognised and practiced through policies that social
374
Ludmila lyavoo_____________________________________________________________ Chapter 12
care is vital to the health of an individual and that health is not medically orientated. Using
the WHO’s definition of health should ensure this.
■ The government needs to look at the real issues of collaboration and not just the 
organisational aspects for partnership working to improve further. More specifically, 
focussing upon the understanding of roles. The role of a social worker and its organisation 
needs to be made explicitly clear in order for others to understand and for partnership working 
to be more effective.
■ Although the government has recently been in the process of developing a code of conduct for
social workers, in other words, a core role of a social worker, this research also suggests that 
something like this is necessary. It is vital for there to be a core role that is applicable 
nationally so as to avoid confusion for professionals and organisations working with social 
workers, but also for users and carers. However, there should be some flexibility to make 
adjustments according to local needs.
■ Training in collaboration and partnership working should be available, especially
interprofessional training, whereby a number of different professionals train together. This 
will aid the understanding of the different roles. Additionally, if there is training in 
partnership working and collaboration it will help to address any issues concerning this area, 
but also allow professionals to leam from each other through the sharing of information and 
experience.
■ The research has highlighted the need for the government to raise its level of awareness about 
the large involvement of social services and social work in the care of older people and the 
wide scope of their role. By the government adopting the whole systems approach advocated 
by the Audit Commission to view the system as a whole and map out an older person through 
the system, they will be able to see where the blockages lie. Hence, instead of continuously 
focussing on the acute sector to relieve its pressures, which in turn filters through to the role 
of social workers through additional responsibilities, the government can pinpoint the actual 
cause of the blockage and eliminate at that point.
12.6.2 Future work
Further research into the role of a social worker can be pursued through further focus upon the
regional duties and responsibilities and amalgamating all of the duties and responsibilities into
one core role. Following this, it would be necessary to test the role amongst social workers.
Additionally, other social workers within other client groups should be analysed to see if there are
any common anomalies.
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APPENDIX ONE; An example of the interview schedule used for the interviews with 
the health and social care professionals
Give a brief introduction about the study. Explain that the interviewee’s identity will be kept 
confidence and any written material will be anonymous. Ask permission to tapé record the interview.
BACKGROUND INFORM ATION (Ask about background)
Position 
In Trust:
Duration
Of
Employment 
In Trust:
Previous
Employment:
Professional
Qualifications:
PARTN ERSH IP Questions
1. What does ‘partnership working’ mean? 
lb. So then, what does integration mean?
2. Has there been progress in the working relationships between social services and health care 
providers since the increase in emphasis upon partnership?
Prompt: communication, decision-making _
Ludmila lyavoo Appendix 1
3. In practice, do you think that partnership is addressing all the needs of a patient?
4. Do you think there are any gaps in the policy for partnership or implementation of it?
5. Are there any differences between partnership now, compared to prior 1997?
ORGANISATIONAL Questions
6. With the organisation changing frequently in structure, has there been any affects upon 
partnership -  how so?
Prompt: PCGs to PCTs
7. What is the driving forces behind using partnership?
8. Has the flexibilities of the Health Act 1999, benefited the service and encouraged further 
partnership?
Prompt: Pooled budgets; Integrated Provision; Lead Commissioning
9. What is the role of social care? (if health care provider)
10. What is the role of health care? (if social care provider)
PERSONAL Questions
11. What is successful partnership to you?
12. How is its success measured?
13. How and what ways do you feel that partnership can be improved?
14. Where do you think partnership is working effectively in health and social care?
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APPENDIX TWO: An example of the letter sent to the health and social care 
professionals requesting an interview
Note: Letter on university letterhead paper
[name]
[title] .
[organisation name]
[address]
[date]
Dear [name]
I am a PhD student researching an area of Health Care Management at the University of Surrey 
and in my second year of research. My research is focussed on health and social care interface 
and policy. I am at present, researching the current policies that have been put in place to bring 
together health and social care as a partnership and the issues involved.
With the new ‘partnership arrangements’ that have been introduced, there are several pilot sites 
implementing these arrangements. As Boumewood NHS Trust are implementing these 
arrangements, I would be grateful if I could talk to you about your thoughts on the changes that 
are occurring and the implications for the NHS. I would be extremely grateful if I could arrange 
an interview with you, to discuss this at your convenience.
I would like to reassure that all information would be treated with absolute confidence and 
anonymised for the purposes of this research. Should you wish to verify the validity of this 
research please do not hesitate to contact my supervisor Dr. Terry Desombre on 01483 686 367 at 
any time.
Yours Sincerely
Mrs. Ludmila lyavoo 
PhD Research Student
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APPENDIX THREE: An example of the interview transcript for Participant A
(Note: The remaining two transcripts are available upon request.)
Name: Participant A
Trust: 
Position: 
(I = Interviewer & A = Participant A)
I: Can you tell me about the background o f [  J and about yourself
A'. [ ] was formed from the merger of, what was then the [ ] and [ ] in April 1995 and it
was effectively a fusion of two quite different cultures. One was actually very much focussed 
on mental health and learning disability services including the closure of what was then a 
large long stay hospital, [ ], which was actually renamed [ ] and the [ ] was very
much focused on community health services, partnership with GPs, interface between acute 
hospital and community health services, provision of district nursing, health visiting and 
community hospital services. So, you know, in a sense there was a couple of different 
cultures, I wouldn’t call it disparate because actually what we have been able to do over the 
last five years is actually fuse, I think, quite a common culture within the organisation which 
actually has, I like to say majored upon partnership. And you want to know about me?
I joined the Trust in January 1996, so I came in the immediate aftermath of the merger and 
my background is almost entirely in specialist mental health and learning disability services. 
The only professional badge 1 wear is actually a managerial one. So my professional 
qualifications are all management related. So, in a sense 1 have no particular axe to grind 
which 1 actually like that. Which 1 like to think is, or professional axe to grind, is an 
advantage, in many respects. But the one thing I’m passionately committed to is actually 
better services for mental health and service users and I’ve been working in mental health and 
learning disability services for the last twenty years.
/: What does ‘partnership working’ mean?
A: Right. Ok, Partnership working effectively to me means actually the ability to bring together 
groups of organisations, teams, or individuals to develop and deliver for the collective good 
of the people we serve. Recognising that in such a complex area in which we work around, 
mental health, in particular where people have a wide range of needs that no one
390
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organisation, no one individual, no one group of people can, can actually provide for 
eveiybody’s needs totally, that it does actually, you know need very much a partnership 
approach to deliver quality services and quality care.
I: So then, what does integration mean?
A\ Integration means that, to me, is that it goes beyond partnership. Partnership in many
respects is actually, I suppose the best example of this is actually partnership is actually kind 
of what I would call a confederal approach of independent organisations coming together but 
retaining, largely retaining their identity. Largely retaining actually not just their identity but 
their powers of decision-making. So it is kind of the independent decision to engage in 
partnership but equally the independent decision to withdraw from partnership, if you are not 
actually happy with the way partnership is developing. Similarly the, which is often the way 
that partnership has evolved and developed in health and social services, is that people, 
organisations still actually reserve the right to manage their own resources and manage their 
own budgets. Integration takes that a step further and if I can give you an example - 1 mean I 
like to think that we are two thirds of the way towards fully integrated community mental 
health teams, we are not totally there. In that we have all staff managed within the same 
team, whoever there employer is. So as I mentioned earlier, all our teams are managed by a 
single manager who is employed by either health or social services and we make no 
distinction and the social services managers sit on my management team. The one thing we 
don’t have is fully pooled budgets. So we haven’t actually sort of taken the resources that are 
allocated from the county council to social services and the resources that are allocated
through the health system to us, put them together, pooled them and managed them as a 
single budget.
I: Would that happen in the near future?
A'. It is our intention that that will certainly happen from next year which I can talk you about 
the yet more configurations in April 2002 within health and social care, but it would be our 
intention that we take integration agendas a stage further.
I: Has there been progress in the working relationships between social services and health care
providers since the increase in emphasis upon partnership?
A\ Absolutely. I mean, yeh. I mean it is actually about, essentially about there not being a 
distinction or a divide. So the relationships have actually blossomed in that people actually
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genuinely want to work together. They like one another, which is helpful. There’s been a 
greater understanding, if not a total acceptance of differences and I think when I say 
acceptance I’m not sure that we’re not at the stage of a mature organisation of actually 
valuing peoples’ differences. I mean we have enough difficulties within health professions as 
it is and that we have been together as health professions since 1948. But I mean, what it has 
done I think is actually brought about a genuine spirit of unity without reaching the kind of 
total utopia of everybody actually respecting differences which means that you’re in the 
process of having to manage diversity. You nobody sort of turns up and thinks anymore that 
just because somebody comes to a team meeting or comes to an event representing the team 
that, you know, nobody now actually distinguishes between the fact that somebody might 
actually be a social worker representing their nursing colleagues on the team and vice versa, 
which I think has been brilliant. But it has taken us five years to get there. It isn’t an easy 
process, it is about, as you probably understand, managing attitudes and developing the 
culture within the organisation, which actually enables and facilitates that process of genuine 
partnership to evolve and develop.
I: I f  there are any problems as such between yourselves and working with social services with
' attitude maybe, I  mean, who do they come to, yourself or where do they go to, to get advice i f  
there is a problem?
A\ They come to me and my senior colleague in social services but we haven’t had a fall out in 5 
and a half years in being here. Simply because the important thing is that I think right at the 
outset we were actually focused on integration as being our shared goal and we haven’t 
deviated from that. So even when there have been doubts within the organisation -  am I 
taking this agenda too far, I basically said no. There is a time to be flexible. I’m talking here 
about management techniques but there are times when to be absolutely firm and focused and 
you do not deviate from that being the first principle and that’s non-negotiable. And that is 
why I believe that we have been able to deliver integration, we’ve been able to deliver largely 
without all the kind of legislative framework which is now being put in place and I suppose 
I’m a great believer that it not necessaiy. But effectively people can do far more if they do it 
voluntarily and willingly then they can if they actually kind of legislated to do it which is 
obviously the current process that the government is putting in place, is actually more about 
exultation and forcing people to work in partnership. We now have right across the health 
and social care spectrum a duty of partnership, which I’ve used that in inverted commas 
because I suppose as somebody who has always tended to want to do things despite the 
system, if you see what I mean, you know, I find that you know a little bit silly, you know
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we’re sensible and intelligent people at the end of the day and we actually should know what 
works best for our clients.
I: This brings me onto my next question, in practice, do you think partnership is addressing all
the needs o f a patient?
A\ No. No, it can’t. Partnership is a means, it’s a tool, isn’t it. What’s actually going to help to 
address all the needs of the client is not actually only people working together for the benefit 
of that individual but actually having at the end of the day, its actually about the skills and the 
attitudes. And I mean, you know obviously professional skills and clinical skills and 
everything else comes into that. But it is actually about having the quality of staff to be able 
to meet the needs of the clients. So you can have the best strategic partnership in the world 
but if you actually haven’t got the people on the ground to deliver, then you know, clients 
aren’t necessarily gonna have their health and welfare improved. So it is about getting the 
balance right, all we can do and it is about as I say, my approach to management generally, is 
making sure we actually facilitate that process but my first priority is actually always to 
ensure that we’ve got good quality people on the ground and that we actually help and 
support them.
I: Do you think there are any gaps in the policy for partnership or implementation o f it?
A\ Yes. The key gap, is always around the relative inflexibility in terms of the use of resources 
and the separate audit trails. At the moment you’ve got the situation where you’ve got health 
monies, which actually comes from the Department of Health through a central allocation 
process and social care monies which largely come obviously partly through local taxation 
but some central taxation from the Department of Environment and social services are in a 
bidding process locally with other Departments. Some of that is changing with the, the local 
government reviews across the country, in Surrey particularly, as you probably need to do 
some research there, social services department is disappearing and it is moving into local, 
social services function is moving into local area teams, who again have a duty of partnership 
to work with health and education and housing in terms of much more collective and 
corporate approach to local social care needs. But the problem still remains that because you 
got those separate audit trails that you can pool budgets but you still got to have a kind of 
separate accountability back, you know, from health to the NHS Executive and from social 
services it goes back through to the county council and locally elected members. There is 
also a difficulty, of course, in health care is free at the point of delivery to people who receive 
it whereas social care isn’t. It is subject to a test of means. And when you’ve actually put a
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package of care together for a person you still actually got to distinguish between what is the 
health element and what is the social care element and you provide that health care free but 
you don’t necessarily provide that social care free if the person concerned has a means to 
provide. And this can get complicated and can get in the way of effective care because you 
can say this is the package we want to provide and we know how much it is going to cost but 
that is not the end of the matter. You’ve then got to start and become an accountant’s 
nightmare in terms of separating out whereas now... Is there a solution? Yes, I suppose 
there is a solution really in that the government could actually begin to recognise that social 
and health care are is so intertwined that it should be managed entirely from central 
government pot. This could be heresy but it could be done through the current NHS system. 
The problem is, is that, that is not welcome obviously by local authorities, in particular by 
directors of social services who basically see this as a sell-out and social services will then 
become dominated by what they see as the medical agenda. But in some respects this is 
already beginning to happen because within the NHS now we have at top there is a chief 
executive and we have a number of regional directors being appointed who are directors of 
health and social care. This is kind of the new reorganisation of the health service but at the 
very top there is this kind of fusion of health and social care responsibilities. So I think this 
is just a kind of beginning of inevitable bringing together of the financial resources for health 
and social care in the future. But how we get over this whole question of should social care 
actually be free to those who need it so therefore there is an eligibility assessment and you 
know if somebody is eligible for a particular level of social care then that is provided 
regardless of their ability, a person’s ability to pay. It may take some years to crack that one.
I: Are there any differences between partnership now, compared to prior 1997?
A: Yes. I suppose, I mean the key difference and I’ve said so before its now much more to the 
core in terms of its fundamental, there’s a duty, you don’t work in isolation, you must work 
in partnership. Pre-1997 I think you can, you could say that there were areas where 
partnerships were flourishing and I mean I’ve been working all my life to try and develop 
health and social care partnerships and with some success and probably the biggest success 
I’ve actually had is since I came here in 1996. But it was very much down to I suppose down 
to the flair, the energy and the compatibility of the individuals who were leading there 
respective organisations. Because if they worked together well then the partnership 
flourished. If there’s was a kind of grudging relationship then you could guarantee the 
partnership wouldn’t work no the ground. Even though you legislate for partnership which 
has happened post 1997 you don’t actually get rid of attitudes overnight and that takes longer 
and I don’t think the policy makers of the Department actually understand that. That you can
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out a policy in place but it takes three to five years to actually work it through effectively on 
the ground. I think arguably partnership approaches have increased substantially over the last 
four to five years, Fm not sure whether the quality of the partnership though is any better 
than it was pre-1997 because it is very much dependent upon how as I say, how people 
develop partnerships rather than just developing partnerships for the sake, you know, because 
they have to. Do you understand? You have got to deal with those softer issues and put all 
the structures in place but it doesn’t necessarily create a, a good federation.
I: You’ve mentioned that despite legislation being brought in, the skills and attitudes have not
been addressed, how do you think that could be tackled, could it be approached through 
education o f the different professions or ...?
A: I think (a) it’s going to take time, (b) you’ve actually got to recognise that the partnership, as 
I’ve said here is a balance. That if you’re looking in my own area for example, in mental 
health, it is very difficult for, from a social services perspective, for instance, to go into a 
genuinely equal partnership with health, because health has most of the resources, it has most 
of the staff, it has most of the power. So where it has happened, it has happened because 
health has been willing to share. It has been willing to seed that power of authority that it 
inevitably has in mental health services. In some other areas, its been more difficult to 
develop partnerships because the differentials, the power differentials are actually more 
equal. Interestingly where the differentials are more equal, it almost becomes, whose actually 
going to becomes the lead agency here. I’m thinking in particular here about the needs of 
older people. In learning disabilities for instance, which is my other area of expertise, it has 
been acknowledged a long time that the health input into learning disabilities services is 
actually specialist and its supportive and the lead has to be through a social care agency. So 
again, one would expect in learning disabilities services that social service quite naturally 
take the lead and health accept that and comes in as a supportive agency. But social services 
actually perhaps gives health a larger stake in the partnership than the size of its ‘cake’ or 
responsibility would demand and I say the reverse in mental health and that’s when 
partnerships works. Its interesting that, and this is looking at other client groups, beginning 
to work in some areas but its, it’s a long, hard road, because I think people are reluctant, as I 
say to relinquish those, you know, they think that by actually sharing that responsibility they 
are relinquishing something and that is the most difficult thing to do, to let go. To learn to 
want to let go.
I: With the organisation changing frequently in structure, has it been there been any affects
upon partnership itself?
395
Ludmila lyavoo___________ :_____________________________     Appendix 3
A: I mean fortunately since I have been here the organisation hasn’t changed in structure I mean 
we have had five years of relative stability which is good. We are changing now and we are 
going back to becoming a specialist mental health and learning disability organisation. As far 
as the partnership is concerned I don’t think that will be a problem because actually, you 
know, what we’re saying is that it is an opportunity to enhance the partnership because being 
a trust that has a wide portfolio we’ve obviously got to try and ensure that we get as a wide a 
possible representation at board and executive team level of all the interests and we’re talking 
about mental health, learning disabilities, community health services and so on, so forth, and 
then the populations that we serve and the boroughs that we serve. If we’re a specialist 
focussed trust and in fact the proposals we’re putting forward are that we would become the 
mental health and learning disability partnership trust for West Surrey then the opportunity 
shall we say to have both user and social care representation at board level is enhanced. So in 
fact, I suppose I’m just getting a little bit old in the tooth that I can’t get as excited about it as 
I use to but recognising that I think the change in configuration and the fact that the, the 
change in social services own configuration in April 2002 is very compatible in terms of the 
direction in which we’re moving. I think the opportunity then to actually kind of forge and 
take a next step towards a fully integrated organisation is there.
I: What do you think the driving forces are behind using partnership?
A\ One could currently argue that the driving forces are very strongly regulated framework in 
which we are operating within a centrally driven service. I think the key driving force for a 
lot of us though to be honest, and this is where I say you don’t need like government 
regulation, what you need is government facilitation to sort out the problems that prevent you 
going to full integration but the key driving force actually for most of us is actually being 
around, just looking at the clients we serve and their needs and how best we can deliver 
those. Like any organisation has got to have a kind of mission that says what are we about. 
You know from my perspective we are totally about providing a quality mental health care to 
our local population. That’s if you like is our driving force and that’s our mission -  how do 
we do that. As I mentioned before, we can’t do it in isolation, we have to do it in partnership 
and that for me has always been the driver. I think you got to be clear about the objectives, 
what are we all here for then the rest actually falls into place. It is just sometimes I say it 
needs somebody needs to step back from that. Simple really.
I: Has the flexibilities o f the Health Act 1999 benefited the service and encouraged further
partnership?
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A: I mean I have to say yes they have, because I mean I think it is all kind of an inevitable 
movement in the right direction and the fact that we’ve got greater opportunities and we don’t 
have to get round -  in the early days we had to get round all these things about that the 
legislative framework and financial regime actually kind of obstructed good partnership. 
What the Health Act 1999 has actually done has given you those opportunities as, you know, 
a right to actually facilitate a much more flexible and a much more integrated approach, so I 
have to say yes, I welcome that. What I miss is that and I do miss though because it was 
actually part of why I loved being in management in my younger days, you know, is that I 
use to think that well governments legislate, and policies are put in place which actually 
prevent you doing what you really want to do, so it was actually -  the whole trick was 
actually how you kept within the framework of the law but you actually did things to improve 
the lot of your customers or clients, in fact you know that it wasn’t strictly kosher. Now of
course it is kosher, in many respects I suppose some of the spice has gone out of it. But then
actually, you know, what we’ve been, most of us on the ground have been working for, for 
years has now actually become kind of, you know, an established attitude, which is great I 
suppose.
I: What is the role o f social care?
A\ The role, that is an interesting question, you’re asking somebody who has been a health
service manager what is the role of social care. I have to think about that one because
actually it’s, I mean I would say its fundamental and it underpins everything you do. I have 
to think define what do you mean by social care and I suppose I actually think about it as 
kind of aspects of a person’s daily life that help and support that person to be able to live, 
work, have friends, have a home, have a leisure activities which promote their independence. 
And in the health service we are pretty good at treating and that in mental health terms could 
mean, it doesn’t only mean that drugs which could help some people but it actually means the 
kind of therapeutic, psychological interventions that we provide. But we’ve not actually been 
veiy good about actually looking at that in a holistic way around how the impact of a 
person’s environment and their home, and their relationships can impact upon their health. 
The role of social care is actually to identify and meet those important aspects of a person’s 
daily living which is as I say have major impact upon a person’s health.
I: What is a successful partnership to you?
A  : Successful partnership at the end of the day is, will mean for me that the client or the patient 
or the user or whatever you want to call them, is satisfied. It also means a number of other
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things but I mean that, that’s the ultimate at the end of it and there’s not actually seen at the 
end of the day there’s a distinction between who is providing what, but actually that person’s 
needs are met and it’s the partners pulling together to make sure that the person’s needs are 
fully met and that they’re satisfied and because that doesn’t happen all the time simply 
because we can always argue that there are never enough resources in the system to be able to 
meet everybody’s needs all the time. I mean if there was we wouldn’t be here because the 
ultimate aim I suppose with most service organisations or most health and social care 
organisations is ultimately not be there, but we’ll never achieve that and we know that, until 
the kind of utopia that you can talk about in terms of everybody having a good housing, good 
education, superb relationships that never go wrong, nobody ever dies, I mean the kind of 
traumas that people have in life that can actually impact upon a person’s state of mental 
health. Life is a risk and unfortunately the more that peoples’ minds’ get educated, and I 
know I say unfortunately even though it is brilliant, the more actually I think you can be 
actually be proned to mood swings because education in itself raises expectation. If it works 
well it can also impact upon the moral of the staff and the staff moral is generally good and 
high unless its backed by the quality of resources that it has then it’s an indication of 
partnership is working well. And the fact that people are actually happy to interchange and 
actually transfer between agencies which we are now actually getting quite a bit of now.
I: How would its success be measured?
A: I hope that I’ve answered that already. I mean when we are talking about outcome, I mean I 
am always very weary when talking about outcome measures which is because in mental 
health care there are very few of them. But at the end of that day I ask the customer and 
where there are areas that we can improve and it may be a very simple approach. I can’t 
think of a better one. I mean obviously we are reducing the number of admissions to acute 
psychiatric beds and we’re discharging people quicker and people are not relapsing and 
coming back then those in themselves are arguably is evidence of the services working and if 
partnership is the means to, as one of the tools to actually improve services then arguably, 
you know, if you take those sort of quality measures and indicators that things are improving 
then arguably you’ve got shall we say you’ve got somethings right. You know, you don’t 
change the partnership approach naturally your quality indicators are showing that things are 
actually getting better.
I: How and what ways do you feel that partnership can be improved?
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A\ I think there needs to be a greater understanding of what is and what it means. I think its, I 
mean that’s how it can be improved. Dare I say, and I mean this from the top of most 
organisations, I think to understand the whole issue giving something away because 
sometimes people at the top of organisations are the worst offenders because it is all about 
control, and yet they work in partnership but yet a quote I have to make -  somebody once 
said: I ’m very keen on working in partnership (and this was at a meeting I attended), and this 
is how we are going to do it. And to me that, it had lost his potential partners straight away 
because it is actually saying well I want to working in partnership, what do you think, how 
can we best work together. If you see what I mean, it is just about the kind of approach and 
attitude that you actually take to the table. And funnily enough, its time out for boards of 
most organisations with a specific focus on organisational behaviour and recognising how 
their particular approach and behaviour may mitigate against partnership rather than promote 
it. So I think the answer in short, is training. I think if you could actually support this duty of 
partnership with the training on the how then I think you would actually get more effective 
partnerships out of it.
I: So currently is there any training o f any sort on this?
A ’. On partnership -  no! No, you are basically left to get on with it. And if you don’t... There
are conferences, where people stand and say how wonderful they are doing on their own local
patch -  a PR job. But there is nothing systematic within the health service that actually says 
well al boards need to have a session if you like, with a facilitator on approaches to
partnership and what works well, what doesn’t work well or actually to, for boards to gain,
you know, a greater understanding of what makes an affective partnership. I mean our level
we are all suppose to know and I like to think, because I make mistakes along the way, we all 
have, but I like to think actually that unless you’ve actually kinds of experienced it and work 
through it because not everybody is going to kind of share your enthusiasm either. But often 
you can get it wrong and then you think. To take an example, as part of out reorganisation 
into a mental health and learning disability trust from next April, we are joining together with 
our next Trust which is Hounslow and Spellthom. The Spellthom services are coming into 
Surrey and Hounslow services are going into West London. And Hounslow and Spellthom 
as an organisation is disbanding. We’re not disbanding we’re continuing. Now, its taken us 
two years to get assemblence of integration with Spellthom and that’s been a long time but I 
mean I think we’ve has to leam to like one another and we’ve had to leam to trust one 
another. Now if you actually look at it from their point of view we’re a large organisation, 
we’re the one that’s continuing, we’re the one that’s affectively absorbing the other, so it isn’t 
a partnership of equals is it. But how and I have to say that my Chief Executive is brilliant on
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this and I’ve followed her lead, but we’ve always thought exactly the same over these issues. 
We’ve had to actually to choose our approach and our language very carefully so that the 
other party has wanted to come. And as I say it has taken us two years to get there. Now 
I’ve got no worries about April 2002 as far as management of staff and Spellthom are 
concemed because we’ve actually worked at the relationship, unless you work at the 
relationship you’re not going to deliver effective partnership and, but it is so easy and part of 
our organisation -  you know, we’ve got to put this in place by such and such a date and 
they’re just resisting. Well of course they’re resisting, you know, they’re effectively have a 
feeling of being taken over and so kind of, you know, your under siege, your under attack so 
you get defensive and you get resistant.
I: Do you think that other people at your level think along the same lines as yourself?
A\ I am not unique. There are others who are just as enthused and others who are not so. But
partnerships in other NHS organisations have worked just as well in other parts of the 
country. There are organisations who are arguably further ahead than ours and perhaps their 
parent organisations have been more, in terms of people who make the real decisions, you
know I am kind of in a position of such degree to influence but not actually to have total say,
I have to persuade others in terms of the progress. But yes, I mean as I think it to be fair it is 
an attitude that is very prevalent in those of us who’ve been in, particularly in mental health 
services for some years because in terms of, again, back to the point of focussing on the real 
needs of the client, you see it is the only way that you can actually deliver quality care. So 
yes we’ve always within the health service I suppose, us mental health people have often 
been seen as ‘oddball’ but you know, our time has come I think.
I: Where do you think partnership is working effectively in health and social care?
A\ I’ll think you’ll find if you look around the country that its strongest in mental health services
and to a lesser extent because I think the health service has kind of, in many respects 
advocated rather than joined in services for people with, for adults with leaming disabilities. 
It works reasonably well on children services and I think its out of a strong sense of 
commitment from people working in children services. Where I think its been least effective 
and where there’s a lot of energy that needs to go into forging more effective partnership 
working is actually around services for older people. I mean you’ve only got to think about 
the headlines that you read about older people who are the largest users of acute general 
hospital services waiting on trolleys for treatment; cannot get discharged early enough or 
when they are discharged they are not affectively supported in the home. Now some of that
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is down to huge demands but it is also I suggest down to the fact that you know, how 
partnerships between health and social care in older people services are not working 
particularly well and its there not unnaturally is where shall we say the government is putting 
much of its energy and much of its focus because that’s where most of the bad news stories 
are, about the plight of the NHS at the moment.
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APPENDIX FOUR: An example of a summary sheet for Participant A
(Note: The remaining summary sheets are available upon request)
Type of contact: Director of Mental Health and Specialist Services
Question Summary Themes/Aspects
What does partnership 
working mean?
The abilitv to bring together groups of 
organisations, teams, or individuals to develop
Bringing together groups of 
organisations, teams, 
individuals to develop and 
deliver for the users. 
Awareness of a single 
organisation / individual not 
being able to provide solely 
for all the needs of a person. 
Retaining their [orgns] 
identity and powers of 
decision making. 
Independent decision to 
engage in partnership or 
withdraw from it.
and deliver for the collective good of people we
serve.
The recognition that a single organisation / 
individual cannot provide for a person with
complex needs.
Independent organisations coming together but 
still retaining their identitv and powers of 
decision making.
The independent decision to engage in 
partnership but eauallv independent decision to
withdraw from partnership, if vou are actuallv not 
happy with the way partnership is developing.
What does integration 
mean?
It goes bevond partnership.
All staff managed within the same team whoever 
their emplover is.
All teams are managed bv a single manager who 
is emploved bv either health or social services 
and no distinction is made.
Beyond partnership.
All staff managed within the 
same team whoever their 
employer is.
Single manager either health 
or social services employed 
for a team.
Has there been 
progress in the working 
relationships between 
social services and 
health care providers 
since the increase in 
emphasis upon 
partnership?
“Absolutelv”
Relationships have actuallv blossomed in that 
people actuallv genuinely want to work together.
There’s been a greater understanding, if not a 
total acceptance of differences.
Has actuallv brought about a genuine spirit of 
unitv without reaching a total utopia.
Nobody now actuallv distinguishes between the 
fact that somebody might actuallv be a social 
worker representing their nursing colleagues on 
the team and vice versa.
It is a difficult process because of managing 
attitudes and developing the culture within the 
organisation which enables and facilitates the 
process of genuine partnership to evolve.
Definite progress. 
Relationships improved / 
genuinely want to work 
together.
Greater understanding / 
acceptance of differences. 
Genuine spirit of unity.
Irrelevance of a particular 
profession representing 
another profession in a team.
Difficult process because of 
managing attitudes and 
developing the culture 
within the organisation
In practice, do you 
think that partnership is 
addressing all the 
needs of a patient?
No it cant, partnership is a tool.
To help address the needs, the staff have to 
possess the right skills and attitudes.
Need the aualitv of staff to be able to meet the 
needs of the clients.
No - Partnership is a tool. 
Staff have to possess the 
right skills and attitudes.
Need quality of staff.
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Question Summary Themes/Aspects
Inflexibility in the use of 
resources / the separate audit 
trail.
Separate accountability.
Distinguish between what is 
the health element and what 
is the social care element.
Social and health care are so 
intertwined.
Should be managed entirely 
from central government pot
Dominated by the medical 
agenda.
Do you think there are 
any gaps in the policy 
for partnership or 
implementation of it?
The key gap surrounds the relative inflexibility in 
the use of resources and the separate audit trail. 
Even though you can pool budgets there is still 
separate accountability due to the separate audit 
trails.
Difficulty arises because health care is free and 
social care is means tested. Therefore when 
putting a package together for a person you have 
to distinguish between what is the health element 
and what is the social care element and you 
provide that health care free but you don’t 
necessarily provide that social care free if the 
person concemed has a means to provide. This 
can be a problem in the development of a care 
package.
Government need to recognise that that social 
and health care are so intertwined that it should 
be managed entirely from central government 
pot.
If there is a central pot through the NHS, than 
social services will see this as a sell-out and 
being dominated bv what they see as the medical 
agenda.
Are there any 
differences between 
partnership now, 
compared to prior 
1997?
The key difference is there’s a duty, vou don’t 
work in isolation, vou must work in partnership. 
Pre-1997 there was areas where partnerships 
flourished.
If they worked together well then partnership 
would flourish.
Despite legislation of partnership post-1997 you 
don’t actuallv get rid of attitudes overnight and 
policymakers do not understand this.
Partnership approaches have increased 
substantially over the last four to five years.
Not sure whether the quality of the partnership is 
any better than it was pre-1997
Duty to work in partnership.
Pre-1997: areas of 
partnerships flourished. 
Worked together well 
resulted in good partnership. 
Post-1997 despite legislation 
doesn’t get rid of attitudes 
overnight.
Partnership approaches have 
increased substantially.
With the organisation 
changing frequently in 
structure, has there 
been any affects upon 
partnership -  how so?
Not a problem. It is an opportunity to enhance 
partnership because being a trust that has a wide 
portfolio there has to be wide representation of 
all interests.
Opportunity to enhance 
partnership.
What are the driving 
forces behind using 
partnership?
Could argue that the driving forces are very 
strongly regulated framework in which we are 
operating within a centrally driven service.
The key driving force actually is being around, 
just looking at the clients we serve and their 
needs and how best we can deliver those.
Any organisation has got to have a mission that 
savs what we are about and that is the driving 
force.
Can’t do it isolation, it has to be done in 
partnership and that is a driver._____________
Strongly regulated 
framework.
The clients we serve and 
their needs and how best we 
can deliver those.
A mission that says what we 
are about.
Can’t do it isolation, it has to 
be done in partnership
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Question Summary Themes/Aspects
Has the flexibilities of 
the Health Act 1999 
benefited the service . 
and encouraged further 
partnership?
Yes. because I think it is all an inevitable 
movement in the right direction.
Has given greater ODDortunities.
Has provided the right to facilitate a much more 
flexible approach and a much more integrated
An inevitable movement in 
the right direction.
Greater opportunities. 
Facilitate a more flexible 
and integrated approach.
approach.
What is the role of 
social care?
It is the kind of aspects of a person’s dailv life.
A person has help and support to be able to live, 
work, have friends have a home, have a leisure
Aspects of a person’s daily 
life.
Help and support to be able 
to live, work, have friends 
have a home, have a leisure 
activities which promote 
their independence.
Health care is good at 
treating.
Health care not good at 
looking at a person 
holistically.
To identify and meet those 
important aspects of a 
person’s daily living which 
has a major impact upon a 
person’s health.
activities which promote their independence.
Health care is good at treating.
Health care has not been good at looking at a 
person in a holistic wav.
The role of social care is to identify and meet 
those important aspects of a person’s daily liying
which has a mai or impact upon a person’s health.
What is successful 
partnership to you?
The client is satisfied.
If it works well it can also impact upon the moral 
of the staff and if it is high than it’s an indication 
that partnership is working well.
People are quite happy to interchange and 
actually transfer between agencies.
Client is satisfied.
High moral of staff.
Happy to interchange and 
actually transfer between 
agencies.
How would its success 
be measured?
Ask the customer and where there areas that can 
be improyed. I can’t think of a better one.
There are performance indicators.
Ask customer / for any areas 
for improvement. 
Performance indicators.
How and what ways do 
you feel that 
partnership can be 
improved?
There needs to be a greater understanding of what 
is and what partnership means.
Understanding the issues of giying something 
away because people at the top of organisations 
are worst offenders because it is all about control. 
T0  support this duty of partnership with training 
on the ‘how’ then there would be more effectiye 
partnerships.
Greater understanding of 
partnership and its meaning. 
Understanding the issues of 
giving something away.
It is all about control. 
Support duty of partnership 
with training.
Where do you think 
partnership is working 
effectively in health 
and social care?
It’s strongest in mental health seryices.
To a lesser extent in adults with leaming 
disabilities because the health service has 
advocated rather than joined in services.
Works reasonably well in children services 
because of the strong commitment from people 
working within these services.
Its been least effective and a lot of energy needs 
to go into forging more effective partnership 
working in services for older people.
Media attention on older people waiting on
Strongest in mental health 
services.
To a lesser extent in adults 
with leaming disabilities.
Works reasonably well in 
children services.
It’s been least effective and 
where more effective 
partnership working is 
needed is in older people 
services.
Partnerships in older people
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trolleys or delayed in hospital is down to demand 
and how partnershins between health and social 
care are not working well.
services are not working 
well.
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APPENDIX FIVE: Permission from the Department of Health for the use of the 
data collected from the surveys of the acute trust and PCTs
— Original Message—
From: Peter.Kendaii@doh.gsi.gov.uk [maiito:Peter.Kendaii@doh.gsi.gov.uk] 
Sent: 24 June 2003 08:24 
To: LONSDALE, Jeremy 
Subject:
Jeremy
Sorry to have been so slow.
i have consulted colleagues here, and we see no problem with your colleague analysing data 
from the delayed discharge study for inclusion as part of her PhD work. We would however want 
to be consulted further if any wider publication were to be considered.
Peter Kendall
405
Ludmila lyavoo ___________________________________________________________ Appendix 6
APPENDIX SIX: Permission from the NAO for the use of the data collected from 
the surveys of the acute trust and PCTs
— Original Message-— 
From: LONSDALE, Jeremy 
Sent: 03 June 2003 12:54 
To: lYAVOO, Ludmila
Subject: Use of data
Ludmila
I think you better assume it is OK to use the data unless you hear otherwise. I will speak to the 
Department. Perhaps you could just email me a few bullet points on how you would use it.
Jeremy
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Ludmila lyavoo Appendix 11
North West
Person
Specifications
Knowledge
Requirements
Experience
Required
Key Skills
Relevant legislation:
Mental Health & Disability Act 1986 
NHS & Community Care Act 1990 
Mental Health Act 1983
Client group
Lines of accountability
Social services department's policies and procedures 
Assessment processes
Organisation and structure of NHS and social services 
Health and social care issues 
Changes in the NHS and social services 
Understanding the social work role 
Care management
Care management 
Client group
Health and social care setting 
Minimum 2 years post qualification 
Commissioning services 
Partnership working 
Management / Supervision of staff
Effective interpersonal skills 
Problem solving 
Work under pressure 
Organising and prioritsing work 
Reliability
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Liaise effectively witfi other professionals and agencies 
Assessing
Form relationships with users and carers 
Effective use of management skills 
Care planning 
Evaluative skills
Awareness of qaulity of life of client group 
Innovative skills 
Report writing 
Team player
Core
Reposnsibilities
Assessments
Care
Planning
Monitor & Review 
Care Plans
Assess needs of potential users 
In line with published standards 
Assess need for social work service 
Assess needs of carers 
Obtain contribution from other agencies 
Encourage participation of users and carers 
Ensure users and carers views are present
Tailor packages of care to meet assessment 
Cost of care plan 
Effective use of resources
Arrange services to meet needs within available resources 
Implementation of care plan 
Negotiations with providers of service
Review effectvieness of the required services
Review care plan and its objectives___________________
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Monitor & Develop 
Local Services
Reassess needs
Provide continuing support to users and carers
Consult service users on the quality of services 
Identify deficiencies 
Stimulate development
Inform providers of unmet needs and shortfalls 
Work towards objectives / time frames of service plan 
Service assessment process
Joint - working
Liaison with agencies & 
professionals
Partnership working
Work in a multi­
disciplinary / mulit- 
agency environment
Integrated service
Represent the social work perspective
Understand the role and responsibilities of other professionals
Development & 
Training
Respond to regular 
supervision
Undertake training to 
meet the duties of post
Assist in training & 
development of others
Administration
Ensure records and 
information are main­
tained
Participate in office 
duties
Familiar with IT 
Compliy with health &
Ludmila lyavoo
safety regulation
Participate in manage­
ment processes
Preparation of statistics
Adhere to confidentiality 
& ethical principles
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